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A paper by Leriche and Fontaine (1936) suggests the 
use In Cases Of apoplexy of a method of treatment which 
may be dramatic in its immediate efiects. It consists 
essentially in the temporary anaesthesia of the stellate 
ganglion by means of novocain. These authors submit 
that in any case of apoplexy the vascular lesion, be it 
haemorrhage or softening, acts as an irritant on the sur- 
rounding vessels and produces a “halo” of irritative 
vasospasm, If this be true, then vasospasm, by rendering 
anoXaemic an area of cerebral tissue around the organic 
lesion, may play an important part in determining the 
scope of the initial symptoms, and, if persistent, may 
contribute to the ultimate neuronic degeneration. Leriche 
and Fontaine claim that vasospasm can be abolished by 
interrupting the sympathetic outflow to the head by 
infiltration of the stellate ganglion with novocain, and 
suggest that such treatment, by sparing neurons that 
would otherwise perish, may in certain cases save life 
and also aid many patients to make the most complete 
recovery. 

Their argument in favour of this treatment is supported 
by the results obtained in two patients who developed 
hemiplegia during convalescence following gynaecological 
operations. The first case was that of a woman, aged 59, 
who developed right hemiplegia with coma eight days 
after the performance of hysterectomy for uterine fibroids. 
She was in extremis, and 10 c.cm. of 1 per cent. novocain 
was injected into the region of the left stellate ganglion. 
There was immediate improvement, and in fifteen minutes 
she was so far recovered that she was able to reply to 
Questions with a few words. Her improvement was main- 
tained. The second case was less dramatic, for the patient, 
though aphasic, was not comatose. Within fifteen minutes 
of ihe injection of novocain she could articulate with 
difficulty. The injection was repeated next day, and in 
three days the signs of hemiplegia cleared completely. 

In view of these results further investigation of the 
method seemed to be desirable. and therefore during the 
past few months all patienis with apoplexy admitted to 
the wards of Professor J. W. McNee have been treated 
by infiltration of the stellate ganglion with novocain. 


Method 


The injection is made into the neighbourhood of the 
stellate ganglion on the side of the lesion—that is, the 
non-paralysed side. The ganglion is not easily accessible, 
lying at the inner end of the first intercostal space, between 
the heads of the first and second ribs above and below, 
the body of the first thoracic vertebra medially, and the 
pleura in front. It is reached by means of a leng needle, 
of the type used for tapping the spinal theca, passed in 
a downward and medial direction under the neck of the 
first rib. The landmark of the neck of each rib is roughly 
a point 4 cm. lateral to the tip of the spinous process of 
the vertebra above. The needle, mounted on a syringe, Is 
therefore inserted 4+ cm. lateral to the tip of the spine 
of the vertebra prominens, and driven steadily on until 
at a depth of about 4+ cm. it impinges on the transverse 
process of the first dorsal vertebra, which must, if neces- 
sary, be sought and tound. The needle is then withdrawn 
slightly and made to pass in a downward ana medial 
direction, under the transverse process and the neck of 
the first rib, until its progress is arrested by the body of 
the first dorsal vertebra. This occurs at a depth of 7 to 
8 cm.. and the needle point must now lie in close proximity 
to the stellate ganglion. between the heads of the first and 
econd ribs. The needle is withdrawn slightly, and gentle 
suction exercised by means of the syringe. If no blood 
is obiained it is safe to proceed with the novocain injection, 
and 20 to 30 ccm. of a I per cent. solution may be 
introduced without apprehension. The objective is to 
infiltrate the ganglion and the surrounding tissues : if this 
is achieved Horner's syndrome develops within a tew 
minutes. This consists of enophthalmos, narrowing of the 
palpebral fissure, contraction of the pupil, and absence 
of sweating on the side of the injection. 


Rationale of the Method 


It has come to be realized in recent years that the results 
of vascular occlusion do not depend entirely upon the 
mechanical obstruction to the circulation. A whole lung 
may be removed at operation, or the pulmonary pedicle 

4043 


at 
BY 
ye 
2 


2 2. 


1938 


ligated, with trivial upset of the circulation, while a 
pulmonary embolism obstructing a much smaller pro- 
portion of the pulmonary circulation may result in sudden 
death. When embolism occurs in the main vessel of a 
limb there is widespread spasm of the collateral vessels, 
which may be relieved by antispasmodics such as 
papaverine (de Takats, 1936 : McKechnie and Allen, 1936), 
passive vascular exercises (Herrmann and Reid, 1934), 
spinal anaesthesia, sympathetic ganglionectomy, etc. The 
importance of vasospasm in determining the extent of 
ultimate degeneration has been demonstrated experi- 
mentally by Chase (1934) in mesenteric air-embolism. 
Leriche and Stricker (1933) go even further and regard 
an area of chronic arterial occlusion as a source of vaso- 
spastic stimuli, treating such cases by excision of the 
thrombosed portion of the artery, with immediate benefit 
to the circulation of the limb. The therapeutic procedure 
which we describe is an extension of these principles to 
the blood vessels of the brain. These blood vessels derive 
a rich sympathetic nerve supply from the plexuses sur- 
rounding the internal carotid and vertebral arteries. Pre- 
sumably these nerves are vasomotor, and under stimulation 
are capable of setting up a condition of cerebral ischaemia. 
The brain, however, differs from the tissues of the limbs 
in its lability: oxygen deprivation is tolerated for only 
a short time. It is to be expected, therefore, in cases of 
cerebral vascular accident that good results will be 
obtained from vasodilator therapy only if it be instituted 
very soon after the onset of the illness. The anatomical 
and physiological facts and the preceding analogies pro- 
vide a priori grounds for expectation of improvement in 
cases of cerebral vascular occlusion, but the clinical course 
of our first case seems to justify the hypothesis that even 
in cerebral haemorrhage there is a considerable amount 
of vasospasm in the surrounding brain, and that this may 
be removed by sympathetic anaesthesia. 


Case Records 


Case 1—A man aged 26 suddenly became unconscious on 
the day of admission. On examination presystolic and systolic 
mitral murmurs were noted. The face, arm, and leg on the 
left side were paralysed; he was deeply comatose and could 
not be roused. Two hours after the onset 30 c.cm. of 1 per 
cent. novocain was injected into the region of the right stellate 
ganglion, and within two minutes he regained consciousness, 
and was able to recognize his relatives and give accurate 
details of his previous illnesses. Horner's syndrome appeared, 
but there was no change in the paralysis. The improvement 
was maintained for some hours. when he gradually became 
stuporous and relapsed to a level of consciousness little above 
that on admission. Another injection of 30 c.cm. was given 
eight hours after the onset, and this was followed by a Horner 
syndrome and improvement similar to that previously noted. 
This improvement was maintained for the next five days, but 
on the sixth day it was evident that he was much weaker 
physically, although still conscious. On the seventh day he 
again lost consciousness, and a further injection of 30 c.cm. 
produced a Horner syndrome, but no- other changes, death 
occurring within four hours. Post-mortem examination showed 
a hypertrophied heart which was the seat of subacute 
bacterial endocarditis. A large haemorrhage measuring six 
inches in diameter was present in the right cerebral hemisphere, 
apparently arising from a ruptured mycotic aneurysm. A 
recent embolus was present at the termination of the left 
internal carotid artery. extending a short distance into the 
middle cerebral artery. 


Case 2.—On the day of admission the patient. a man aged 
48, suddenly became unconscious. On examination there was 
weakness of the face and arm on the right side, but no obvious 
paralysis of the right Jeg; the right plantar response was 
extensor in type. He was unconscious but could be roused 
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with difficulty. The heart was not enlarged, and the blood 
pressure was 110/70 mm. Hg. Two hours after the onset 
30 c.cm. of 1 per cent. novocain was injected with no imme- 
diate change in the clinical condition, and Horner’s syndrome 
did not develop. Within an hour he regained consciousness 
and within two hours was able to converse freely. On the 
following day it was noted that there was no longer any 
paralysis, the right plantar response being indefinite in type, 
Five days from the onset he became stuporous, and the weak- 
ness of the right arm returned ; 30 c.cm. was again injected, 
with no improvement in the condition despite production of a 
Horner syndrome. Following this he gradually improved, 
and was dismissed one month later with the right plantar 
response extensor in type but with no other evidence of 
neurological damage. 


Case 3—On the day before admission the patient, a man 
aged 53, suddenly developed a paralysis of the right arm and 
leg and at the same time became aphasic. There was paralysis 
of the face, arm, and leg on the right side, and the right 
plantar response was extensor in type. He was deeply 
unconscious. The heart was not enlarged and the blood 
pressure was 100/70 mm. Hg. Thirty c.cm. of 1 per cent. 
novocain was injected thirty-six hours after the onset, with 
reproduction of Horner’s syndrome but no other immediate 
change in the clinical condition. Twelve hours later he was 
much less drowsy, but the paralysis was unaltered and the 
aphasia was pronounced. Improvement in this case was slow, 
and the patient was dismissed six weeks later with paresis of the 
right leg and a slight degree of aphasia. 


Case 4.—This patient, a man aged 60, was admitted com- 
plaining of severe headache and vomiting. The heart was 
enlarged and the arteries thickened and tortuous; the blood 
pressure was 250/150 mm. Hg. Thirty-six hours after admis- 
sion he suddenly became unconscious. The right arm and 
leg were flaccid and the plantar responses were extensor, 
Thirty c.cm. of 1 per cent. novocain was injected half an hour 
after the onset of coma without the slightest change in the 
clinical condition. He died thirty minutes later. Post-mortem 
examination showed a greatly hypertrophied heart. A large 
haemorrhage was present in the left internal capsule and 
Jateral ventricle, and a smaller one in the pons. There was 
extensive destruction of the left lenticular and caudate nuclei. 


Case 5.—A man aged 57 had on two previous occasions been 
under treatment in the Western Infirmary for aortic incom- 
petence ; the Wassermann reaction was positive at these times. 
Some hours before admission he suddenly became unconscious, 
There was paralysis of the right arm and leg ; the right plantar 
response was extensor in type. The blood pressure was 
224/68 mm. Hg and systolic and diastolic murmurs were 
present over the aortic area. Four hours after the onset 
40 c.cm. of 1 per cent. novocain was injected. Immediately 
afterwards Horner’s syndrome+developed and he was able to 
move the right arm at the elbow slightly, and the right leg 
at the hip quite strongly. He regained consciousness to some 
extent and was able to say a few words with difficulty. This 
improvement was maintained during the next twelve hours, 
after which time his condition gradually deteriorated and 
eighteen hours after the onset he was again completely 
paralysed in the right arm and leg. Thirty c.cm. was again 
injected, and following the injection Horner’s syndrome 
developed and there was a return of muscle power to the 
paralysed limbs. He was dismissed five weeks later still 
aphasic and with a severe residual hemiplegia. 


Case 6.—A woman aged 55 suddenly became unconscious 
on the day of admission. On examination she was deeply 
comatose and could not be roused; there was a flaccid 
paralysis of the right arm and leg, with an extensor plantar 
response on that side. The head and eyes were rotated to the 
left. The heart was enlarged to percussion and the blood 
pressure was 240/130 mm. Hg. Two hours after the onset 
30 c.cm. of 1 per cent. novocain was injected. Horner's 
syndrome developed and the head and eyes were no longer 
rotated to the left. Two hours later she was much less 
comatose and made efforts to speak, but aphasia was almost 
complete. She retained this degree of mental improvement to 
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the day of her death, which occurred seven days after admis- 
sion, from hypostaiic pneumonia, the paralysis remaining 
unchanged. Permission for a post-mortem examination was 
refused. 


Case 7.—On the day he was admitted to hospital a man 
aged 54 began to have convulsions, which lasted until his 
admission. He was deeply comatose, and the face, arm, and 
leg on the right side were paralysed. The heart was not 
enlarged and the blood pressure was 160/68 mm. Hg. Four 
hours after the onset 30 c.cm. of 1 per cent. novocain was 
injected, with no immediate improvement. Horner’s syndrome 
did not develop. One hour later he regained consciousness 
and made efforts to speak, his vocabulary being defective. 
Eighteen hours later another injection of 20 c.cm. was given, 
this being followed by the development of Horner’s syndrome. 
Immediately thereafter he was able to move his right arm 
quite strongly and to feed himself. One hour later there was 
some return of muscle power in the right leg. This improve- 
ment was maintained, and he was dismissed four weeks later 
with some aphasia. weakness of the right leg but with full 
function of the right arm. 


Case 8—On the day of admission the patient, a woman 
aged 64, suddenly became unconscious. On examination she 
was comatose and could not be roused. There was paralysis 
of the face, arm, and leg on the left side. The plantar 
responses were extensor. The heart was enlarged to per- 
cussion and the blood pressure was 225/125 mm. Hg. Four- 
teen hours after the onset 30 c.cm. of 1 per cent. novocain 
was injected, with the production of Horner's syndrome. 
Within a few minutes of the injection she began to speak, but 
there was no change in the paralysis. This improvement 
lasted a few hours only, and eighteen hours after the injection 
she was again deeply comatose and the head and eyes were 
strongly rotated to the right. Thirty c.cm. was again injected, 
with reproduction of a Horner syndrome, a similar immediate 
improvement in the mental condition, and disappearance of 
the deviation of the head and eyes. This improvement lasted 
some eighteen hours, when she again became comatose, with 
rotation of the head and eyes to the right. A further injec- 
tion of 20 c.cm. was made, with a slight immediate improve- 
ment in the mental condition, the production of Horner's 
syndrome, and abolition of the rotation of the head and eyes. 
This lasted only a few hours and she gradually became weaker, 
dying five days after admission. Permission for a post-mortem 
examination was refused. 


Case 9.—One hour before admission a man aged 44 suddenly 
became uncenscious. On examination there was a flaccid 
paralysis of the left arm and leg, the plantar response being 
indefinite on that side. Twenty c.cm. of 1 per cent. novocain 
Was injected one and a half hours after the onset, but Horner's 
syndrome did not develop. No immediate change occurred 
in the clinical condition, but thirty minutes later there was a 
return of some muscle power in the left arm and he could be 
roused. Following this he improved slightly, and one and a 
halt hours later could move the left arm weakly and made 
efforts to speak. Thirty c.cm. of | per cent. novocain was 
again injected three hours after the onset, and with the 
completion of the injection he became deeply cvanosed and 
respiration ceased. Artificial respiration was commenced 
and maintained for thirty minutes, when he began to breathe 
naturally. Two hours later he was greatly improved and 
could move the left arm quite strongly : there was some move- 
ment at the left hip and knee, and he was talking freely. 
This improvement was maintained for some hours, but there- 
after he gradually became weaker and died fourteen hours 
after admission. Post-mortem examination showed a hyper- 
trophied left ventricle with vegetations on the mitral valve sug- 
gestive of healed bacterial endocarditis. Emboli were found 
in the right internal carotid artery and also in the right sylvian 
artery. A large red softening was present in the area of the 
left lenticular nucleus; there was evidence of old infarction 
in the island of Reil on the left side and also in the left 
lateral cerebellar lobe. 


Cause 10.—A man aged 67 collapsed on the day of admission, 
On examination the heart was found to be enlarged and 
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there was paralysis of the face, arm, ar.d leg on the left side. 
The head and eyes were deviated to the right; the plantar 
response was extensor. Twenty c.cm. of 1 per cent. novocain 
was injected into the region of the right stellate ganglion two 
hours after the onset, the injection being followed by Horner's 
syndrome. No change was noted in the clinical condition. 
Six hours after the onset another injection of 20 c.cm. was 
made, resulting in the production of Horner’s syndrome but 
with no other effect. Following this he became progressively 
weaker and died suddenly on the sixth day. Post-mortem 
examination showed a large haemorrhage present in the right 
cerebral hemisphere that appeared to have been there for 
some days. Apparently the haemorrhage had ruptured into 
the lateral ventricle on the sixth day, and the ventricular 
system was filled with blood. 


Results 


Since some cases of apoplexy improve spontaneously 
during the hours immediately following the catastrophe 
the results of any form of active treatment must be 
reviewed critically. If, however, marked improvement 
occurs within a few minutes of the carrying out of a 
therapeutic procedure there can be less doubt of the 
existence of a causal connexion. For the purposes of 
the present investigation the injection is regarded as being © 
without effect unless a change was produced in the clinical 
picture within a few minutes of the injection of novocain. 

Infiltration of the region of the stellate ganglion was 
practised on nineteen occasions ; in nine of these improve- 
ment in the clinical condition was produced within a few 
minutes of the completion of the injection. Only in Case I 
was the “immediate ~ improvement dramatic, and in this 
patient the result was so remarkable that by comparison 
subsequent results seemed rather disappointing. Life was 
certainly prolonged, and the patient was brought from 
deep coma to a state of clear consciousness, in which, 
had it been necessary, he might have made a will. On 
occasion this might be of medico-legal importance. 
Death occurred seven days after the onset of the apoplexy 
from a subsequent massive embolism of the middle cere- 
bral artery on the opposite side. 


In the other cases in which there was immediate im- 
provement the effects were much less striking. Some 
showed diminution otf the depth of unconsciousness and 
more ready response to questions and physical stimuli. 
Others revealed some return of muscle power in the 
paralysed limbs. In all of these nine successful injections 
introduction of novocain was followed by the development 
of a Horner syndrome, indicating that the stellate ganglion 
had been anaesthetized and that the injection had been 
correctly placed. 

On ten occasions the injection of novocain produced no 
immediate improvement: after five of these injections, 
however, Horner’s syndrome did not develop, and pre- 
sumably, therefore, the absence of improvement may be 
attributed to the fact that the sympathetic outflow was 
not blocked in these cases. Some proof of the truth of 
such an explanation was obtained in Case 7. This patient 
received two injections of novocain: the first was given 
four hours after the onset of the apoplexy, but was appar- 
ently incorrectly placed, as a Horner syndrome did not 
develop and no improvement was noted in the clinical 
condition. The second injection, given twenty-iwo hours 
after the onset, produced Horner’s syndrome and was 
followed by immediate return of muscle power in the 
hitherto paralysed arm. 

On five occasions there was no immediate improvement 
after the novocain injection in spite of the production 
of a Horner syndrome. In one of these the injection 
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was made seven days, and in another five days, after the 
onset of the apoplexy, when it was most unlikely that 
benefit would accrue from relaxation of vasospasm. Two 
injections were given in a case of massive cerebral haemor- 
rhage, which eventually ruptured into the lateral ventricle 
and was of such severity that no improvement could 
reasonably be expected from any form of treatment. In 
the remaining case the failure of the injection to produce 
improvement cannot be explained at the present time. 
These findings are summarized in the table. 


Suspected Interval 
Variety since Immediate Result 
of Apoplexy Apoplexy 
1 Cerebral 2 hours | Recovery of con- Yes 
haemorrhage sciousness from 
deep coma 
1 2 ar Recovery of con- Yes 
sciousness 
3 7 days No improvement Yes 
fl Cerebral 2 hours a 2 No 
2 1 thrombosis 
2 5 days Yes 
3 1 36 hours Yes 
1 Cerebral 3 hour No 
haemorrhage 
1 Cerebral 4hours | Return of muscle Yes 
thrombosis power to arm and 
leg; slight 
5 recovery of con- 
sciousness 
Return of muscle Yes 
power in arm and 
leg 
6 1 Cerebral 2 ~*% Head and eyes no Yes 
haemorrhage longer rotated to 
side 
1 Cerebral es No improvement No 
7 thrombosis 
2 Return of muscle Yes 
power to arm 
1 Cerebral 14 4, Recovery of con- Yes 
haemorrhage sciousness 
2 ft Recovery of con- Yes 
g sciousness ; head 
and eves no 
lenger rotated to 
side 
3 Slight recovery of Yes 
consciousness 
1 Cerebral | ar No improvement No 
9 embolism \ 
2 Collapse, respira- No 
tory failure 
1 Cerebral 2 Se No improvement Yes 
10 haemorrhage 
2 8 Yes 


It is necessary to point out that the procedure described 
js not always devoid of danger. Case 9 received a first 
injection of 20 c.cm. of 1 per cent. novocain in the region 
of the right stellate ganglion without noticeable effect. 
A second injection some hours Jater was followed by 
immediate respiratory failure, and artificial respiration had 
to be carried out for thirty minutes before breathing was 
re-established. A possible explanation of this accident 
is that some of the novocain was injected intravenously, 
despite the effort always made to ensure that a vein had 
not been entered. A similar case is mentioned by 
Cyriax (1937) as occurring at the clinic of Leriche. Our 
patient died twelve hours later, and was found to have 
had a large cerebral softening, yet the suspicion persists 
that in this instance death may have been accelerated by 
treatment. Furthermore, it is not always possible to 


differentiate cases of cerebral haemorrhage from cases of 
cerebral vascular occlusion, and it might be supposed that 
the production of cerebral vasodilatation in the former 
would carry with it the risk of increased haemorrhage, 
and so would be dangerous. 


We have been fortunate 


in encountering no untoward effects suggestive of this— 


complication even in cases which seemed likely to be 
suffering from cerebral haemorrhage. 


Summary and Conclusions 


Infiltration of the region of the stellate ganglion was 


carried out on nineteen occasions in cases of apoplexy ;. 


a definite clinical improvement followed nine of these 
injections. Only in one case—the youngest of the series— 
was the improvement dramatic, and in this instance the 
immediate beneficial effect of the treatment cannot be 
doubted. In the other cases the degree of improvement 
was relatively slight. In one instance the injection was 


followed by respiratory failure, apparently produced by | 


the solution being accidentally introduced into a vein. 


The results obtained do not justify the adoption of 
anaesthesia of the stellate ganglion as a routine method of 
treatment in apoplexy, but further study is necessary before 
the method is rejected as of negligible value. In the small 
series of cases studied it was impossible to control such 
important variables as the age of the patient, the duration 
of the illness, and the nature of the causal lesion, but it is 
believed that the following tentative conclusions are 
justified. 


1. The use of the method in cases of severe cerebral 
haemorrhage in patients of middle age and older will 
serve only to bring it into disrepute. 


2. Cases of cerebral thrombosis may show some im- 
provement of their clinical condition following anaes- 


thesia of the stellate ganglion ; the degree of such improve- 


ment will be partly dependent on how much arterial 
sclerosis is present. 


3. The ideal case would seem to be one of cerebral 


embolism, especially in the young. 


4. It is important that in all cases the treatment should 
be given as soon after the onset of the apoplexy as. 


possible, and probably only a negligible degree of im- 
provement can be expected if the illness has lasted longer 
than twenty-four hours before treatment is commenced. 


Our thanks are due to Professor McNee for permission to 
treat patients in his wards. One of us (L. D. W. S.) was in 
receipt of a grant from the Rankin Medical Research Fund. 
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E. Hoffmann (Amer. J. Syph. Gon., March, 1938) confirms 
the doctrine of “without a syphilitic mother no syphilitic 
child.” He points out the importance of a search for spiro- 
chaetes in women suspected of infection, especially in the 
cervix, and of blood and cerebrospinal fluid Wassermann and 
Kahn examinations after the fourth month. He considers that 
the germ cells and foetus up to the fourth month are never 
affected, and points out the value of (1) a note of the placental 
size, (2) search for spirochaetes in blood from the umbilical 
vein, and (3) x-ray examination to reveal osteochondritis in 
infants. In treatment he stresses the good tolerance of mother 
and child to the arsenobenzene group. 
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COMMON FOOT AILMENTS * 


BY 


W. SAYLE CREER, M.Ch. Orth., F.R.C.S. 
(From the Orthopaedic Service, Salford Royal Hospital) 


Abnormalities and deformities of the feet causing pain 
and disability are so exceedingly common that the diffi- 
culty is to choose conditions which can be described and 
discussed with profit within a reasonable space. I am 
told that the average medical practitioner is ignorant of 
them because there is no literature in which he can read 
about them. This is not strictly true, though one must 
admit that the textbooks dismiss the subject with very few 
words and that only the specialist is likely to read the 
journals or buy the books in which full descriptions are 
given. It is in the hope that help can be given that I have 
dared to produce this résumé. 

The medical profession is privileged to see the private 
life of the public, to enjoy confidences not given to any 
other, and is at times burdened with the responsibility of 
making or marring a life. The orthopaedic surgeon’s 
responsibility is, very often, to restore an injured workman 
to tull earning capacity or to relieve the foot troubles of 
those whose life is, to say the least, made a burden because 
of pain. 

This problem of pain, so frequently glossed over or 
forgotten, is a very real one ; and because there is a wide- 
spread belief among the public that surgeons are “ too 
fond of the knife” there is a great deal of hesitation in 
seeking aid. Too often after assuring the patient that 
some simple form of non-surgical treatment will give 
relief one hears the sigh, “ | wish I had known that twenty 
years ago! ~ For twenty years afraid to seek help! 
What this aid could have amounted to is revealed by a 
consideration of some common foot ailments and their 
treatment without recourse to surgery. 


No better idea of the prevalence and ratio of some of 
these conditions can be obtained than by analysing the 
figures for the orthopaedic clinics of two foot hospitals. 
In these two institutions every patient who requires advice 
or treatment for conditions that are not simple or straight- 
forward chiropody is referred to the orthopaedic surgeon 
for advice. In two years these cases amounted to 1,000. 
In the following table the figures in the column “ Cases ~ 
refer to the number of times such a condition has been 
seen. As the patient may have more than one condition 
the number of “cases” does not correspond to the 
number of patients. In fact, the average is 1.35 lesions 
or conditions per patient. 


Table Showing Analysis of 1,004 Patients seen from April, 
1936, to March, 1938 


Cases | % 
Metatarsal arch abnormalities (flattening, pain, 254 24 \ Found in 327, 
etc.) os 33%, of 
Hallux valgus complex (see below for descrip- 203 20) the patients 
tlon) 
“Flat-foot (acquired only) .. de 194 20 
Hallux rigidus .. 108 10 
Unusual, severe. OF persistent corns and ingrow- $50 — 
ing toe-nails, ete. 


These figures convey some idea of the extraordinary 
Number of patients seeking relief from chiropodists for 
foot complaints which have always been regarded as 
orthopaedic conditions. There is a reason for this. Later 
in the paper palliative methods of treatment are described, 
and the reasons why they are used are given uader the 
heading “ Contraindications to Operation” as well as in 


* This paper is an expansion and adaptation of a lecture, illus- 
trated by sketches and a cine-film, given to the Lancashire and 
Cheshire Branch of the B.M.A. at Salford Royal Hospital on 
February 23, 1938. 


the paragraphs dealing with the methods. All the 
measures described are commonly used by chiropodists to 
a far greater extent than by surgeons (unless the ortho- 
paedic department is fortunate enough to have a chiro- 
podist attached), so that the nervous patients, fearing 
surgery yet craving relief, have gone to those from whom 
non-surgical treatment could be obtained. 


The Hallux Valgus Complex 


By tar the most common of the afflictions that beset the 
feet of the twentieth century Briton is an abnormality 
of the metatarsal region. Excluding the figures for meta- 
tarsal arch defects, which include all cases in which the 
metatarsal arch is flattened, irrespective of symptoma- 
tology, the most common ailment is the hallux valgus 
complex. Although much has been written in recent years 
of the operative treatment of this condition, little has been 
said regarding the many factors of which it is an aggrega- 
tion and which suggest the name hallux valgus complex. 

Examination of some 300 cases has shown that the 
various parts of the foot are affected approximately in 
the following order of frequency and include the follow- 
ing conditions (Fig. 1): 


(1) Flattening of the metatarsal arch with spreading of the 
metatarsals and the formation of 

(2) callosities on the plantar aspect ; 

(3) valgus deformity and inward rotation of the hallux ; 

(4) formation of a bunion over an exostosis on the inner 
side of the first metatarsal. 

(5) The second toe lies either under or over, or is pushed 
laterally by the hallux. If the former it is generally a hammer- 
toe and has a painful corn on the dorsum of the proximal 
interphalangeal joint. 

(6) The outer three toes are usually crowded together, the 
fifth tucked under the fourth, the fourth under the third, and 
the third under the second. In other cases they are “ clawed ~ 
and more or less rigid. The worse the metatarsal arch 
reversal—that is, the arch reversed from a concavity down- 
wards to a convexity—the more likely will there be clawing 
of the toes. 

(7) Dislocation of the second metatarso-phalangeal joint is 
surprisingly common when looked for. In my experience not 
less than 8 per cent. are so affected. Sometimes the disloca- 
tion is of the third metatarso-phalangeal joint, and | have 
seen it affecting the fourth. while two joints may be concerned. 

8) A genuine flattening of the longitudinal arch with both 
foot and calf symptoms may be found. 

(9) Corn formation on the dorsum of the fifth toe and at 
the tips of the second and third toes is frequent. 

(10) Affections of the nail of the great toe are common. 
Pressure of the second toe on the nail sulcus causes in- 
growing toe-nail. Interference with the nail bed gives rise 
to onvchogryphosis, onychatrophia. and the like. 

(11) Swelling of the foot from oedema, not due to general 
conditions, is occasionally met with. 


Any or all of these conditions may be bilateral or 
unilateral. This picture is not an exaggeration in any 
way. It is not surprising that the patient complains of 
pain in several sites. In fact every single factor of the 
deformity may give rise to pain or tenderness. I say tender- 
ness because so often it is pressure when walking which 
causes the pain: while at rest there is comparative 
comfort. 

Possible Modes of Production 


One could argue about the cause of all these troubles 
for years without being able to give conclusive support to 
any contention. A few facts clear the ground a little. 
My figures show that the number of males affected is 
only one to every fifteen women. It is usual to find on 
inquiry that the males whose teet are really deformed have 
suffered from a general or local “ infective ~ disease such 
as rheumatic fever, generalized arthritis, gonorrhoea, or 
frost-bite. Clinical examination shows that metatarsal 
flattening and “ spread ~ and callosity formation are most 
common, that slight hallux valgus and a small exostosis 
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come next, and that the whole gamut of deformities is 
present only in the fully developed condition. 

There is one other factor to consider, and this in my 
opinion is the key to the whole problem. Women wear 
“ high-heeled ~ shoes which slope down from the heel to 
the base of the toes (Fig. 2a). This, as can be demon- 
strated by radiographs, means that the metatarsals are 
more or less vertical and that the body weight is thrown 
forward on to the metatarsal arch. This throwing or 
sliding forward at each step causes (1) rubbing of the 
plantar skin on the sole of the shoe at point x in Fig. 2a, 
and almost certainly accounts for the thickened skin ; 
(2) distorts the transverse or metatarsal arch ; (3) crowds 
the toes into the front of the shoe: (4) dorsiflexes the 
toes at the metatarso-phalangeal joints and leads to 
secondary contracture of the long and short extensor 


Fic. 1.—Tracing of a radiograph of hallux valgus complex 
(see text). 


muscles, with stretching of the small foot muscles, the 
interossei, and lumbricals. 


If the heel part of the shoe were horizontal instead of 
sloping (Fig. 2b) the sliding might be reduced, though it 
can never be abolished with heels higher than about one 
inch. Added to the heel height and slope we have the 
fact that there is insufficient heel and instep grip in most 
shoes and none at all in court shoes—that is, shoes with 
no fastening across the instep. A strap across the instep 
is effective only with moderate or low heels. With high 
heels it presses too hard and causes pain. The inefficient 
grip of the mid- and hind-foot necessitates the toes being 
used in a manner that Nature never intended, in order 
to prevent the shoe falling off. This upsets the normal 
muscle balance and is the cause of the flexion contractures 
at the interphalangeal joints—the gripping effect necessary. 

The effect of sloping and high heels is therefore to 
change the posture of the foot, to pitch the body weight 
on to the metatarsal heads and the transverse arch, and 
to cause spreading of the arch. Inevitably the toes are 
dorsifiexed at the metatarso-phalangeal joints, and in 
order to grip the shoe become flexed at the interphalangeal 
joints (Fig. 3). 

To account for the lateral deviation—the valgus de- 
formity—of the hallux is perfectly simple, though there 
are two chief schools of thought. The first says that 
short tight hose and/or shoes are the deforming factor. 
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This hypothesis takes no notice of heel height. It can- 
not be gainsaid that since our maidens start wearing 
pointed shoes at a very tender age this is a not un- 
reasonable theory. It is undoubtedly the explanation for 
the crowding together and overlapping of the outer toes, 
But I cannot help remembering the cases one sees in 
males, where pointed shoes have not been worn and 
where there is the other factor—generalized infection. 
Anyone who has seen a pair of feet swollen and distorted 
with gonorrhoea or acute rheumatic fever must be struck 
by the fact that all the tissues are oedematous and 
softened. The effect on the small muscles and the liga- 
ments is only too easy to visualize. And we know, too, 
how these feet become deformed, almost as we watch 
them, even though the patient is wearing no_ shoes, 


Fic. 3.—Tracing of a radiograph of a foot in a high-heeled 
shoe, showing the vertical position of the metatarsals. 


Fic. §.—Tracing of a radiograph of a foot in a shoe, showing 
that pointed shoes prevent the great toe being kept straight and 
that the point of the shoe is lateral to the mid-line of the foot. 


Whereas before the attack they were reasonably or per- 
fectly shaped, by the time it is over, some very few 
weeks later, there is spreading of the metatarsal arch, 
hallux valgus, and clawed toes as severe as one can ever 
see. 

By analogy I have been forced to believe that in women 
the wearing of high heels and the abnormal posture of 
the feet cause vascular and mechanical disturbances which, 
by affecting the small muscles and ligaments, allow the 
metatarsals to spread or “fan out.” This spreading 
separates the attachments of the adductor transversus and 
the adductor obliquus hallucis. The outer attachments are to 
bone, and are therefore “fixed.” The inner attachments 
are Virtually to the base of the phalanx of the great toe, 
and as the phalanx is connected to the foot by a joint 
any pull on the bone will move the joint and move the 
toe into the known valgus position. An argument sup- 
porting this is that as the muscles are attached to the 
plantar aspect of the phalanges one would expect them 
to cause rotation around the long axis of the toe as well 
as lateral deviation. We would expect the rotation to be 
so that the toe is twisted inwards till the nail looks towards 
the opposite foot. The rotation is found (Fig. 4). 


Briefly, then, it can be asserted that the hallux valgus 
complex is caused by (1) an “infective” process affecting 
the feet, or (2) the wearing of unsuitable shoes. The 
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former cause is less common, but is the more frequent 
one in males. 


That the valgus deformity is assisted by narrow-pointed 
shoes cannot be doubted. The point of a very large pro- 
portion of feminine shoes is outside (lateral to) the centre 
line of the second metatarsal and toe, and it is impossible 
to fit a foot with a normally positioned great toe into 
these shoes. All these points are easily demonstrated by 
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necessarily performed one to cure the complaint which 
made the patient consult him. 


If the patient’s complaint is referable to the second toe 
and there is a dislocation here, one must either excise 
the base of the phalanx of the second toe or tenotomize 
the extensor tendons. If the pain is due to compression 
of the second toe between the first and third toes, and 
there are no other complaints, it may be wiser to amputate 


radiographs. Tracings of radiographs are much more the toe. It has been argued that this will allow the 
easily understood, therefore some are presented here great toe to deform further. I doubt it. But it does 
instead of the original films (Fig. 5). allow the vain lady to go on wearing pointed shoes— 
The © explanation no small psychological 
of dislocated point. 
metatarso - phalangeal The trouble may 


joint(s) is easy. It is 
caused by the pull of 
the tight extensor ten- 
dons on toes which 
are kept dorsiflexed 
because of the high 
heels. The proof is 
simple, and depends 
en clinical facts, 
anatomical and opera- 
tive dissection, and 
experimental stimula- 
tion of muscles at 
Operation, 


Surgical Treatment 


The surgical treat- 
ment of hallux valgus 
deformity has been 
argued and discussed 
for at least two 
generations. In one 
group of operations 
an attempt is made to 
correct the fanning 
of the metatarsals as 
Well as to correct the 
great toe. So far as 
I know these opera- 
tions have not gained 
any wide popularity, 
because, although they 
look well paper. 
their execution is not 
easy nor is their effect 
that which might be 
hoped for. 


_ The popular opera- 
trons take the form 


Ga 


be the painful corn 
on the hammer-toe. 
There may be corns 
on other toes. These 
corns may be due to 
the tight extensor ten- 
dons, which press the 
toes up against the 
shoe. In such cases 
tenotomy of the ex- 
tensor tendons must 
be performed, or the 
tendons may be trans- 
planted to the meia- 
tarsals, in order to 
aid re-formation§ of 
the metatarsal arch. 
One can go on almost 


for ever describing 
the many _ things 


which may need do- 
ing, and one or more 
of which will have to 
be done in many 
cases, but as this is 
a matter for the sur- 
geon I will not take 
up any further space 
here. 


Contraindications to 
Operation 


What of those who 
refuse operation or 
on whom. operation 
cannot be performed? 
The former are a very 
large group. The 
b medical contraindica- 


of making a_ false tions to operation are 
joint for the great toe a High- sloping heel. exceedingly few. If 
“1G. —Similar shoe with level heel. = 
by aaa of (1) the Fic. 4.—Showing. rotation of hallux in a case of valgus deformity. it were necessary to 
base of the phalanx Fic. 6.—Metatarsal dome or pad. ; use a general or 
or (2) the head of the Fic. 7.—Metatarsal rocker bar, showing range of movement permitted without spinal anaesthetic one 
metatarsal. I will refer ™oyement of great toe. might hesitate to sug- 
you to some corre- Fic. 9a.—Dorsal toe prop. gest operating on a 
spondence in the Fic. 9b.—Single dorsal toe padding. lady of 70 whose 
Journal (1935, 1, 446. Fic. 10.—Example of instructions sent to a shoemaker in case of flat-foot. cardiovascular system 
504) for opinions on was poor. But if she 
the relative merits of these operations. After months — is suffering constant pain as a result of a foot con- 


of facts and figures no side won. The truth is that in 
Many cases any reasonable operation will cure the valgus 
deformity of the hallux : but, as Sir Robert Jones pointed 
out many years ago, there is small satisfaction for patient 
Or surgeon if the more shapely foot is still painful, and 
he emphasized, what most of us know, that the foot (as 
a whole) must be considered as a whole. In so many cases 
the patient complains of pain only at the base of the 
second toe. The enthusiastic surgeon who corrects the 
deformed great toe and neglects the cause of pain in the 
second ee has performed a good operation, but has not 


dition which can be relieved one has to ask oneself 
whether it is not true that relief of the pain would 
improve her general condition. Seeing that it is 
perfectly easy to perform almost any operation under 
local anaesthesia, the operative risk itself is negligible. 
1 refuse, however, as a result of experience, to transplant 
tendons under local anaesthesia. It is not wise to operate 
on a case where there has been recent rheumatic fever 
or gonorrhoea, because of the risk of lighting up the 
inflammation. Severe cases of diabetes, arteriosclerosis 
or other vascular disturbances, and advanced nephritis or 
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cardiac disease or varicose veins with oedema of the feet 
make one: pause, because a poor circulation in the foot 
always implies the risk of sepsis or poor healing of the 
wound ; but each case must be considered on its merits. 
The final contraindication is when the patient refuses to 
wear reasonable footwear after the operation: the 
corrected foot will not fit. pointed shoes, and if the foot 
is forced into them soon after operation the deformity 
will recur. 

A much more important group of patients includes 
those who cannot afford the time for operation and after- 
treatment. I warn all my patients that they must expect 
to be away from work for not less than six weeks. In 
some cases nearly three months is required. It is not 
that the patient is laid up for long—most patients can 
start walking in three weeks—but when we remember that 
the feet do more work and support more weight than 
any other part of the body it is not surprising that in 
the elderly it takes two months to restore them to their 
original agility and power. There is always this consoling 
fact when deciding whether the time can be afforded: 
that whereas before the treatment the patient was a cripple, 
afterwards he or she will rediscover the joy of painless 
movement. 

Palliative Treatment 


But to those for whom operation is an impossibility 
we can offer palliative measures that are worth while. 
They may involve a little trouble and some attention to 
details, but those of us who have prescribed them know 
how grateful the patients are for the relief of the pain. 
These measures apply to all foot conditions—not only 
hallux valgus complex. They can be divided into: 

(1) Alterations to shoes or the prescription of special types. 

(2) The fitting of protective pads. 

(3) The application of corrective strapping. 

(4) Attention to corns, callosities, etc. 

(5) Physiotherapy—that is, heat in various forms, massage, 
exercises. 


The whole of this issue of the Journal could be filled 
on these subjects alone, so I will confine the account to 
examples of what can be done and the reasons behind the 
suggested treatment. 


ALTERATIONS TO SHOES 


I have seen a number of cases of hallux valgus complex 
where the patient’s whole life was overshadowed by her 
foot troubles. Shoes were ordered from ordinary shoe- 
makers—not surgical shoemakers. We sent a draft or 
outline of the foot together with measurements taken 
with an ordinary domestic tape-measure, and asked for 
modified straight-inner-sided shoes with one-inch heels, 
plenty of toe room, etc. These shoemakers supply good- 
looking, comfortable shoes in a short time and at a 
reasonable price. In some cases my patients, who decided 
to have these shoes until such a date as they could take 
time off for the operation, were so relieved by wearing 
them that the operation never was performed. 


Simpler measures include the fitting of a rubber “ meta- 
tarsal dome” into the shoe (Fig. 6). This is a most 
useful little support. It distributes the weight of the fore- 
foot, and the callosities and pain due to localized pressure 
in this region are greatly relieved. An alternative support 
of great value is made by cutting and shaping 7/ 16-inch 
semi-compressed adhesive felt, which adheres to the foot. 

In the case of hallux rigidus where there is pain 
because the metatarso-phalangeal joint cannot be moved 
or when it is moved, the fitting of a metatarsal rocker 
bar makes it possible to walk without any movement here. 
I have patients whose radiographs showed very marked 
osteo-arthritis, but who have been freed from all pain by 
this fitting, which costs Is. 6d. Fig. 7 illustrates the 
principle well. 


PROTECTIVE PADS 


Bunions, corns, callosities, and all tender areas can often 
be relieved by the fitting of a well-shaped pad. I knew 


of these measures as a medical student, but it was a 
chiropodist who taught me the secret of success. I used 
the same material as he did—adhesive felt. But whereas 
T only cut out what [ thought was a good shape, he 
carefully makes his pad to shape from a metal template 
and then skives or bevels it so that it fits without any 
abrupt edges (Fig. 8). Similar kinds of pads can be used 
for the toes. The type illustrated in Fig. 9a fitted on 
to the dorsum of clawed toes and overlying the metatarso- 
phalangeal joints, with a smaller one underneath the toes, 
will provide an extraordinary degree of comfort. The 
smaller type (Fig. 9b) on one toe—for example, hammer- 
toe—will protect and relieve painful corns. It will be 
obvious that the limit to the use and design of pads is 
that of the ingenuity and skill of the doctor or chiropodist. 
The important point is to skive or bevel the edges. To 


make and apply them consumes more time and patience | 


than the busy surgeon or doctor may possess. And one 
must express the opinion that here is a case where we 
might very profitably utilize the skill and time of the 
chiropodist, who spends his life working with such 
material. 
CORRECTIVE STRAPPING 

The uses of this method of treatment are somewhat 
limited, but of value in the young. No other treatment 
is required for deformed toes in early childhood. In 
hallux valgus one can sometimes prevent pressure of the 
great toe against the second by employing it, but unless 
the patient has a particularly good pair of shoes the 
benefit of the strapping is lost. 


CORNS AND CALLOSITIES 


Callosities form most commonly under the heads of the 
metatarsals: in metatarsal arch flattening and in hallux 
valgus usually under the second, third, and fourth meta- 
tarsals ; in pes cavus most commonly under the first and 
fifth. They can be exquisitely tender. Protection by 


adhesive strapping or a metatarsal dome alone is of a little 


value. The best treatment is to remove the thickened 
skin. A special form of scalpel—a spade scalpel—which 
cuts at the end of a broad blade is a very easy instru- 
ment to use and is a favourite of the chiiopodist. After 
removal some means of preventing rapid return must 
be devised. The metatarsal dome or pad such as that 
described is one measure. 
hollowed is even better, and for this a good surgical shoe- 
maker’s aid must be sought. Ideally one should order 
shoes made on a last which has been built up to match 
a plaster cast of the foot. This ensures—provided the 
surgeon insists on it—that the inner surface of the sole 
is shaped to the foot: the exact opposite of trying to make 
the foot fit the shoe. 


There are two common ways of treating corns. One 
is to prescribe a corn paint or plaster. These contain for 
the most part salicylic acid. They do help, but so often 
do infection of the corn and inflammation of the foot 
follow their misuse that I have no hesitation in con- 
demning them. Far better to let the chiropodist use 
his skill in enucleating the corn “root and all.” Corns, 
like callosities, are due to intermittent pressure of the 
shoes. When the shoes are unsuitable permanent cure is 
ensured by seeing that correctly shaped shoes are obtained. 


PAIN, CORNS, AND FLAT FEET 


Aside from the discomfort itself, corns, callosities, and 
other causes of pain play a much more important part 


in the production of foot disabilities than is commonly 


realized. Most of us have experienced this at some time 
or other, when, on a Jong walk or march, we developed 
a painful blister or rubbed toe, or simply made a hole 
in our socks. We soon became conscious that besides 
the pain there was a tired aching feeling in the foot and 
the calf. This ache is the symptom of muscle fatigue. 


Why should muscle fatigue arise because of a pain?) 


Previously we walked with no trace of it. 


The muscles of the legs have a postural tone or sup- 
porting action, which is under reflex control. Agonist 
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and antagonist groups of muscles influence each other, and 
in conjunction with stimuli from skin and joints a perfect 
baiance of power is maintained. Sherrington and others 
have shown how easily this reflex balance could be 
aliected ; how the tone of one group of muscles could 
be altered by stimuli of many types and from many sites 
and organs. In particular, pain could inhibit the tone. 
If, for instance, the action of one muscie causes pain from 
pressure against a nail in the shoe, a blister, or a corn, 
then the tone of that muscle is reflexly inhibited and its 
power reduced. This upsets the delicate balance, and if 
we persist in trying to walk the muscles protest by aching 
and tiring. While there is no agreement as to whether 
the human foot should or should not possess an arch, 
or whether the muscles of the leg are the principal 
supports of the arch, common experience teaches us that 
the first symptoms of flat-foot are tiredness of the legs 
and aching in the calf. Furthermore, treatment directed 
to the relief and cure of muscle strain relieves the 
condition. For this reason one believes that the muscles 
are of supreme importance. 


In the treatment of mobile flat feet and of muscle 
fatigue in the legs it is manifestly important first to make 
sure that there is no painful corn present. So often there 
is such a cause. After treating this, or if there is no 
such painful element in the case, the following measures 
are needed. First, the overstrained muscles must be 
relaxed and rested by providing a mechanical support. 
Wedge the inner side of the heel. The heel must be low 
enough and wide enough to allow of it. If high heels 
are wedged the stability of the whole foot is impaired 
and the condition made worse. Depending on the width 
of the heel, the wedge should be from three-sixteenths 
to one-third of an inch. The inner side of the heel should 
be elongated by about three-quarters of an inch to pro- 
vide extra support under the astragalus and = scaphoid 
(Fig. 10). In very severe cases rest in bed for a few 
days may be required. To restore the tone and power of 
the muscles massage, exercise, and electrical stimulation 
must be ordered. After a few treatments the patient may 
be permitted to continue to exercise at home without 
supervision. 

PHYSIOTHERAPY 


It is not possible to say very much here on this subject, 
but it must be mentioned. Radiant heat or infra-red 
rays relieve pain, help to loosen rigid joints, and assist 
recovery after operation. Massage influences the circula- 
tion and increases the blood supply, so improving local 
mMeiabolism and aiding in the removal of fluids. The 
mechanical effect of massage and wrenchings also removes 
fluid, breaks down adhesions, and restores mobility. Exer- 
Cises restore mobility to joints and increase the tone and 
power of muscles. 


In minor foot conditions there is unlimited scope for 
the use of all.these measures; but I will not enter into 
details now, except to say that many of us are apt to 
neglect them in the after-treatment of feet which have 
been operated on. There is not the slightest doubt in 
my mind that they are almost essential in the elderly ; 
and in those cases where no operation is performed they 
pay a most important part. 


Shoes 


The correspondence columns of the Journal have shown 
how little agreement there is on the question of what 
constitutes a good shoe. I hold definite views on the 
subject. That they are of value can be demonstrated to 
any who care to examine and question the patients for 
whom I have ordered what I consider correct footwear. 
It is very simple: (1) the shoe must grip the heel firmly ; 
(2) there must be a bar or other tie which fits over and 
grips the instep: (3) the fore part (vamp) must conform 
to and be a litthe more anatomically correct than the 
foot and must allow enough room for the toes to move 
about; (4) the heels of the shoes worn out of doors 
or at work or play (and in the case of indoor occupation 
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those worn during the day) must ‘not be higher than one 
to one and a half inches. So simple, yet so difficult to 
obtain; though in the last three years or so there has 
been a marked improvement in the models made by good 
shoe manufacturers. 


A Problem 


There are iwo theoretical objections to the palliative 
measures I have described. The first is that they are 
palliative only. But as we have seen, they frequently do 
restore the patient to comfort. The other is that so 
much of them is tedious to carry out and requires regular 
repetition. We have the trained masseur or masseuse 
to give physiotherapy: but in the past there has been no 
one to see to the paddings, strappings, corn-cuttings, etc. 
It may be for this reason that they have been neglected. 
The specialist cannot expect his private patients to pay 
his fees for regular visits. He has no time in a busy 
orthopaedic clinic. The general practitioner is far too 
busy, and in any case has no wish to acquire a reputation 
as a corn-cutter. 


There are specialists in this branch of auxiliary medical 
work—the chiropodists. The public discovered them 
many years ago and are going to them in ever-increasing 
numbers for such treatment as I have mentioned. There 
were 45,000 attendances at two of Manchester’s foot 
hospitals last year. Very few medical men and fewer 
hospitals have felt it wise to enlist their aid. We at 
Salford Royal Hospital have had the benefit of a chiro- 
podist’s help for over a year, and we appreciate to the 
full just what he can do. I would like to make a piea 
for some definite liaison between properly trained and 
approved chiropodists and the medical protession. There 
is so much that they can do. They are doing it in their 
own private practices and clinics. One wonders whether 
we are not missing an opportunity to render even better 
service to Our patients by failing to utilize their skill in 
our hospitals and our own private practices. 


Since the above was written a report has appeared from 
University College Hospital advocating the appointment of a 
chiropodist to all diabetic clinics. They state that since they 
appointed a chiropodist the incidence of gangrene among 
diabetics has fallen by 50 per cent. One wonders whether 
there is not a medico-legal aspect to be considered. The 
hospital which does not appoint a chiropodist may be guilty 
of negligence in not providing expert treatment to the best 
of its ability as laid down by several High Court judges. 


G. C. Higoumenakis (Ann. Derm. Syph., Paris, December, 
1937) points out that in 1927 he recorded the case of a 
patient with congenital syphilis who had a swelling on the 
inner third of the right clavicle, and he showed at the same 
time a radiograph of the clavicles of another patient suffering 
trom these two conditions. After investigating a large number 
of unselected dermatological cases and reviewing the literature 
on the subject. the author has become convinced that this 
sign is as important as any in the diagnosis of congenital 
syphilis, and that its frequency is as great as that of the 
better-known stigmata of the disease. It does not occur in 
those who are healthy or in persons suffering from acquired 
syphilis. He stresses the selection by the spirochaete of con- 
nective and lymphatic tissues, the presence of a secondary 
centre of ossification at the inner end of the clavicle, and the 
membranous origin of the clavicle. He considers that another 
factor in the production of this swelling is the repeated 
irritation of the sternal end of the clavicle at the sterno- 
clavicular joint, as it is the clavicle which prevents the 
acromion from sliding towards the mid-line when the arm 
is being used: Although the condition most commonly affects 
the inner third of the right clavicle, he has thirteen cases of 
people who are left-handed, or who use the left hand a 
great deal. who have developed a swelling of the inner end 
of the left clavicle. X-ray examination and the pathological 
findings indicate that the condition is essentially a formation 
of new bone and not a periostitis. 
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TETANUS BACILLUS RECOVERED FROM 
THE SCAR TEN YEARS AFTER AN 
ATTACK OF POST-OPERATIVE 
TETANUS 


BY 


VICTOR BONNEY, M.S., B.Sc., F.R.C.S., F.R.A.C.S. 
CHARLES BOX, M.D.., F.R.C.P., F.R.C.S. 


AND 


JOHN MacLENNAN, M.B., Ch.B. 


(From the Departments of Obstetrics and Gynaecology and 
of Pathology of the British Postgraduate Medical 
School, Hammersmith Hospital, London) 


In 1928 a young unmarried woman aged 31 was admitted 
into the Royal Masonic Hospital under one of us (V. B.) 
with a large mass of uterine fibroids reaching to the 
umbilicus. He performed myomectomy,  enucleating 
fifty-three tumours from the uterus and then reconstructing 
it. The suture material used was composed of strands 
of catgut and very fine silk interwoven. Fifteen days 
after the operation the patient complained of not being 
able to open her mouth, difficulty in swallowing, rheu- 
matic pains, and stiffness of the posterior cervical muscles, 
and in a short time all the typical features of tetanus 
presented themselves. 


She was placed under the care of C. B., who carried 
Out intensive serum treatment. Cistern puncture was per- 
formed three times, 20.000 units of anti-tetanic serum 
being injected on each occasion, and, in addition, the 
patient was given a total of 26,000 units by two intra- 
thecal injections and a total of 9,000 units by two intra- 
muscular injections. Morphine, heroin, chloral, and 
bromide of potassium were also administered. As the 
result of this treatment, and after a period of great 
anxiety, the spasms diminished and she eventually com- 
pletely recovered. The abdominal wound healed by first 
intention, and the condition of the uterus did not appear 
at any time to be unsatisfactory. The discharge from the 
uterus and the unused remainder of the suture material 
employed at the operation were examined for Cl. tetani, 
but it was not found, and therefore the diagnosis of 
tetanus rested on the clinical picture, which was unmis- 
takable. 

Early in 1938 the patient, now aged 41 and still un- 
married, came to see V. B. because for the last year she 
had noticed her abdomen enlarging. He found a large 
mass of new fibroids and advised subtotal hysterectomy. 
The possibility that the spores of Cl. tetani might still 
exist in the uterus or the abdominal scar occurred to him, 
and he communicated with C. B. on the matter. The 
latter strongly advised a prophylactic dose of anti-tetanic 
serum after the patient had been protected against anaphy- 
laxis by desensitizing her. 


She was admitted to Hammersmith Hospital, where, 
after the precautions mentioned had been carried out, 
Vv. B. opened the abdomen through the old scar and 
performed subtotal hysterectomy, at the termination of 
which he excised with scissors, in two strips, the whole 
thickness of the abdominal scar tissue. After the opera- 
tion two further prophylactic injections of anti-tetanic 
serum were given. The patient made an uninterrupted 
recovery except for a certain amount of joint and muscle 
pain, which was judged to be the result of the serum. 


Bacteriological Findings 


The specimen submitted to the bacteriologist (J. MacL.) 
consisted of a portion of the uterine wall and two strips 
of scar tissue, including the skin and the whole thickness 
of the abdominal wall. : 

These were finely minced up by means of sterile scissors, 
inoculated into a series of tubes of cooked meat medium 
and of glucose blood broth, and incubated anaerobically 
for forty-eight hours at 37° C. At the end of this period 
there was some slight growth of a coccus in one tube 
only, but after a further two days’ incubation all six 
cultures made from the operation scar gave considerable 
growth of typical slender bacilli with round terminal 
spores: in one of the tubes these were apparently in pure 
culture, in four there was in addition Staph. albus, and 
in one Staph. albus and Cl. sporogenes. The cocci were 
destroyed by heat and the drumstick bacilli readily isolated 
by the method of Fildes (1925). Apart from some scanty 
growth of Staph. albus in two of the tubes the cultures 
made from the uterine wall remained sterile after one 
month's anaerobic incubation, and were then discarded. 

The six cultures obtained from the scar tissues were 
examined and compared in considerable detail, and were 
found to be quite indistinguishable. It was assumed, 
therefore, that one strain alone was involved. This was 
in all respects a perfectly typical tetanus bacillus. In view 
of this it would be unnecessary to detail the morpho- 
logical and cultural investigations. Toxigenicity was 
tested for in a series of mice. Intramuscular inoculation 
of 0.25 ¢.cm. of a twenty-four-hour broth culture produced 
spasm and death in from twenty-four to forty-eight hours ; 
previous injection of a similar amount of anti-tetanic 
serum invariably gave complete protection. 

By agglutination tests with sera prepared against the 
nine types of C/. retani the organism proved to belong 
to Tulloch’s Type III: incidentally it was one of the com- 
paratively uncommon Type III strains which do not agglu- 
tinate spontaneously in saline suspension. Apart from the 
Type VI strains (which are non-motile) this differentiation 
of Cl. tetani into various serological groups depends very 
largely, if not entirely, on the flagellar antigens. The 
heat-stable “O” agglutinins of Cl. tetani have recently 
been studied by Gunnison (1937). Heated suspensions 
of our strain were tested out against “O” antisera of 
the nine types. The results are in complete agreement 
with those obtained by Gunnison with her Type III strains 
—that is, it possessed the “O” antigen common to all 
nine types, but not the additional heat-stable component 
found in toxigenic strains of Types II, IV, V, and IX. 
To sum up: after presumably ten years in the spore form 
this strain of Cl. tetani showed no difference from other 
representative strains in its morphology, cultural 
characters, toxigenicity, or antigenic composition. 

In view of the long time that the organism had remained 
in the tissues it was thought of interest to investigate 
whether any antibody response had been evoked in the 
patient. Unfortunately she had received several hundred 
units of anti-tetanic serum before the bacilli had been 
identified, so that any investigations from that standpoint 
were impossible. However; it has been suggested that 
in tetanus an actual anti-bacterial immunity may _ be 
developed, and in support of this Ten Broeck and Bauer 
(1923) and Condrea (1937) have demonstrated naturally 
occurring agglutinins in man and certain animals. The 


patient's serum was tested for the presence of “H”™ and 
“O” agglutinins against the original strain and against 
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representatives of all nine serological types with com- 
pietely negative results. In addition her serum was tested 
against a suspension of the original strain which had been 
allowed to spore very freely, but no reaction could be 
cetected either by agglutination or by complement-fixa- 
tion technique. 


Discussion 


Comparatively early in the study of the bacteriology 
of tetanus it was realized that the spores of the bacillus 
had very great powers of resistance. Thus von Eiselsberg 
(1888) reported that a splinter of wood which had caused 
tetanus in a boy was capable of infecting rabbits two 
years later, and Henrijean (1891) recorded similar results 
after an interval of eleven years. As regards survival 
within the animal body opinion was much more guarded. 
It is true that Vaillard and Rouget (1892), Tarozzi (1906), 
and others had shown experimentally that spores might 
lie dormant in the tissues for several months, yet .this 
was generally looked upon as quite exceptional, and it 
was not until the war, and after, that a number of cases 
of tetanus were recorded in which the primary infection 
had occurred months or even years previously. 

The longest latent period about which there can be little 
doubt is in the case reported by Ernst (1931) in which 
tetanus developed fourteen years after the original war 
injury, but intervals of seven years (Brunzel, 1929) and 
four and a half years (Kaposi, 1917) are also on record. 
None of these cases, however, are comparable with our 
case, for in all of them the symptoms of tetanus developed 
first and then a possible source of previous infection was 
sought. For instance, in Ernst’s case a wad had remained 
embedded in the tissues of the hand for fourteen years 
but without any symptoms. The patient then accidentally 
crushed his hand, but without breaking the skin, and 
developed tetanus, the spores of the organism presumably 
having lain dormant in the wad. 

In post-operative “catgut” tetanus examination of the 
remainder of the ligature material used and of the dis- 
charge from the operation area has often failed to show 
Cl. tetani, and it has been suggested that the condition is 
not true tetanus, but in the case we now publish the 
findings show that it certainly was. They also show how 
important it is, even after the lapse of many years, to 
take anti-tevanic precautions when operating on a patient 
who has previously had tetanus. 

We are indebted to Sir Frederick Menzies. Chief Medical 


Officer, London County Council, for permission to publish the 
record of the case from Hammersmith Hospital. 


REFERENCES 
Quoted by A. Buzello, Der Wundstarrkrampt beim 


C.R. Soc. Biol., Paris, 125, 768. 
Wien. klin. Wschr., 1, 232, 259, 274, 289, 


Brunzel (1929). 
Menschen. 

Condrea, P., et al. (1937). 

Eiselsberg, A. von (1888). 

Ernst, W. (1931). Arch. Hyg., 106, 235. 

Fildes, P. (1925). Brit. J. exp. Path., 6, 62. 

Gunnison, J. B. (1937). J. Immunol., 32, 63. 

Henrijean, F. (1891). Ann. Soc. méd.-chir. Liége, 80, 367. 

Kaposi, H. (1917). Wien. Wschr., 30, 237. 

Tarozzi, G. (1906). Zbl. Bakt., Abt. 1, Orig., 40, 305, 451. 

Ten Broeck, C., and Bauer, J. H. (1923). J. exp. Med., 3'7, 479. 

Tulloch, W. J. (1917). J. R.A.M.C., 29, 631. 

Vaillard, L., and Rouget, J. (1892). Ann. Inst. Pasteur, 6, 385. 


Dr. Wu Lien Teh, for thirty years in the health and medical 
services of the Chinese Government and for fifteen years 
editor of the National Medical Journal, now the Chinese 
Medical Journal, has recently retired to his home in Penang. 
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THE RISING INCIDENCE OF PSYCHO- 
SOMATIC ILLNESS 
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Regional Medical Officer, Department of Health for 
Scotland 


The increase in incapacitating sickness, its maintenance 
at a high level, and the growth of chronic invalidism 
among insured persons have puzzled many commentators, 
both lay and medical. Recent inquiries by the Regional 
Medical Staff of the Department of Health for Scotland 
have shown that the mass of chronic incapacity in that 
country may be regarded as * genuine ~ (McKinlay, 1937). 
In a previous study (1935) of the incidence of psycho- 
neurotic illness | wrote: “It is interesting to speculate 
how far the rise in the rate of incapacity among insured 
persons during the last ten years has been due to an 
increased prevalence of psychoneurotic disability.” The 
present paper—an analysis of morbidity statistics—shows 
that in the light of modern knowledge the only possibie 
interpretation of the maintenance of the present high 
sickness rates is an increase in  psychoneurotic and 
psychosomatic illness. 


Note on the Term Psychosomatic Illness.’—The words 
“ psychoneurotic illness” suggest. inter alia, the absence ot 
structural change. Recent researches. however, have shown 
that emotional reaction may bring about changes not only in 
function but also in structure (Dunbar. 1935). A more appro- 
priate term for disorders of this nature—whether (to use 
medical jargon) they are “cases of functional disease or 
“cases of organic disease “—-is ~ psychosomatic illness.” This 
term is cumbrous but useful. It connotes both an aetiology 
and a mechanism. As regards aetiology, it indicates that the 
external agents which provoked the reaction of illness were 
of a special kind, being neither physical nor chemical nor 
micro-organic. but psvchological—as, for example, the loss 
of a beloved object. As regards mechanism. it indicates that 
the external agent is encountered by the individual, not 
directly by the outer or inner surfaces of the body, such as 
the skin or mucous membranes. but indirectly, via the special 
senses and the integrating mechanism of the diencephalon, 
autonomic nervous system, and endocrine glands. This triad 
is sometimes called the psycho-neuro-endocrine system or the 
“bodily mechanism of emotion.” By its means psychological 
factors may affect an individual profoundly, bringing about 
changes in chemistry. rhythm, secretion, and even structure 
in One or more parts of the body. In other words, bodily dis- 
turbances may be the secondaries of preceding disturbances 
in the integrating psycho-neuro-endocrine system, which in 
turn was set into a turmoil when the individual encountered 
events which. to him. represented deprivation, frustration, 
upset. strain, or difficulty. 


Knowledge of Psychosomatic Disorders of Statistical 


1. THE LABELS 


The presence of psychosomatic illness in a community 
is not revealed directly in its morbidity statistics, but lies 
concealed under a number of labels which, with the 
exception of such terms as neurasthenia, nervous debility, 
and neurosis, have a reference to localized or mechanistic 
faults only. A knowledge of the considerable latent 
content of psychoneurotic and psychosomatic illness in 
certain common “diagnostic labels” has now become 
available as a result of recent researches. Some of these 
which are relevant are indicated below, but the reader 
is referred to the original papers for an adequate 
presentation of the problem. 


(a) Gastritis, Rheumatism, Anaemia, Debilitv, Heart Disease. 
—Of 335 unselected insured patients suffering from psycho- 
neurotic illness (mainly anxiety states) the certificated cause 
of incapacity in approximately one-half (170) was one or 
other of those labels. The proportion of psychoneurotic 
illness for each label was as follows: gastritis, 70 per cent. ; 
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rheumatism, 40 per cent.; anaemia, 40 per cent.: debility, 
60 per cent. ; heart disease, 14 per cent. (Halliday, 1935). 

(b) Peptic Ulcer-~—Of 205 unselected patients with peptic 
ulcer (both gastric and duodenal), in 84 per cent. the symp- 
toms of ulcer first emerged at a time of emotional reaction 
in response to psychological factors associated chiefly with 
occupation, finance, and family health. The mechanism in- 
volved was considered to be the psycho-neuro-endocrine 
system. The authors concluded that the crux of treatment 
was to free the patient from his anxiety. and if this could 
be achieved they believed that the patient's dyspepsia would 
trouble him no more (Davies and Wilson, 1937). 

(c) Chronic Rheumatism.—Among_ insured persons the 
various terms which indicate “ non-arthritic rheumatism” fre- 
quently cover anxiety states or hysteria with or without the 
presence of “ rheumatoid ~ swellings of joints (Halliday, 1937, 
1938). The need for considering psychological factors for an 
understanding of aetiology and as a guide to scientific treat- 
ment of clinically defined rheumatoid arthritis and osteo- 
arthritis has been demonstrated by American observers, such 
as Jelliffe and White (1935, 1936), Nissen (1936), and Booth 
(1937). 

(d) Chronic Bronchitis —— It is little known to practitioners 
that there exist purely psychogenic forms of bronchitis ” 
(Stekel, 1923). This author summarizes many examples. No 
systematic investigation of the relation of psychological factors 
to the primary onset and recurrences of chronic bronchitis 
appears to have been made. Among insured persons I have 
noted that male patients with chronic bronchitis who are 
enmeshed in a “ pension situation ~ for this disability are often 
better understood when regarded as examples of anniety 
hysteria with secretory neurosis of the bronchi. I have also 
noted that persons may work for years in a dusty atmosphere 
but only become ill with bronchitis on encountering psycho- 
logical factors and reacting with emotion. This also applies 
to many persons whose occupation in no way involves fumes, 
gas, or dust. Another interesting point is the not uncommon 
aliernation of bronchitis and rheumatism in the same patient 
—that is to say, when the bronchitis is troublesome the 
rheumatism is quiescent; when the rheumatism is trouble- 
seme the bronchitis is quiescent. A similar alternation of 
peptic ulcer and rheumatism is not uncommon. A number 
of authors—for example. McDowall (1934)—have noted 
how patients with chronic bronchitis may be cured by psycho- 
therapy. and in my own limited therapeutic experience 1 have 
seen some interesting improvements after the patient has 
“coughed it up” or “ got it off his chest.” The application 
of the psychological approach to chronic bronchitis is a virgin 
field for research. There is evidence, however, that recurring 
or chronic bronchitis is sometimes a localized manifestation 


of psychosomatic disorder, but in what proportion of the 


patients thus labelled we do not yet know. 


This section is not intended in any way to suggest that 
“every person with rheumatism, bronchitis, gastritis, etc., 
is a case of psychoneurosis.” Its purpose is to indicate 
that a proportion of patients whose illness is certified 
to be “caused” by certain common labels of disease are 
suffering from disorders which are psychosomatic in origin 
and nature. This applies not only to labels which are 
often used in a vague sense—for example, anaemia— 
but also to labels correctly applied—peptic ulcer, 
bronchitis, fibrositis, etc. 


2. THE AGE INCIDENCE 
Statistics of age and sex incidence are few and in- 
complete, but all available evidence points to the age 
incidence of primary onset of the symptoms being highest 
in the younger age groups or in early middle life. The 
following examples may be quoted: 


In my inquiry of 1935 the incidence of psychoneurotic dis- 
ability among the patients examined was the same for each 
sex. As regards age. the incidence (for the combined sexes) 
was highest in the youngest age groups. Thus the incidence 
in the age groups 16-34 was 33 per cent.; in the age group 
35-54, 42 per cent.; but in the age group 55-65 it was only 
14 per cent. 

Bruce Pearson (1938), in an analysis of 950 unselected out- 
patients at a general hospital, found that the incidence of 
psychoneurotic illness among the patients examined was 
highest in females. As regards age (for the sexes combined), 
the incidence in the age group under 29 was 22 per cent. ; in 
the age group 30-49, 19 per cent.; and in the age group over 
50 only 5.5 per cent. 


In their series of 205 patients with peptic ulcer Davies and 
Wilson (1937) found that the age distribution of onset for the 
sexes combined was as follows: under 35 years, 60 per cent. ; 
35-55 years, 33 per cent. : over S55 years, 7 per cent. 

In a series (unpublished) of 134 consecutive referred insured 
persons certified to be incapacitated because of terms tndica- 
tive of rheumatism, the age incidence of psychosomatic rheum- 
atism in the age group under 35 was 45.8 per cent.: in the 
age group under 5S, 41.8 per cent. ; and in the age group over 
55 only 14.3 per cent. 

In a series of 450 patients with rheumatoid arthritis Glover 
(1928) compiled a table which shows that for males the age 
distribution of onset is highest in the group 30-40 years, and 
for the females in the group 20-30 years. 

It is perhaps of interest to note that these age distributions 
are comparable to those found for the onset of asthma in 
adults (Bray, 1934) and for nystagmus in miners (M.R.C. 
Report, 1922). 


3. DURATION IN RELATION TO RECOGNITION AND TREATMENT 


If the need for supplementing the ordinary examina- 
tion of the teaching schools with an investigation into 
psychological factors is not understood, the range of 
clinical observations is too narrow and adequate remedial 
measures appropriate to each individual cannot be taken. 
In such circumstances the doctor has regard only for the 
* secondaries,” and treatment is confined to standardized 
mechanistic and local interference. However, in so far 
as this action ignores primary causes it may be ineffective 
in preventing recurrence and in cutting short incapacity. 
Further, because of the features of innocence and 
increased suggestibility which are present in all patien‘s 
with psychosomatic disorder, routine continuation § of 
mechanistic treatment may succeed in fixing the symptoms 
for life. (Examples of such procedures are perennial 
alkaline powders for peptic ulcer, course upon course 
of physiotherapy for rheumatism, or successive nasal 
operations for bronchitis.) The risk of fixation is in- 
creased whenever treatment becomes very intensive, very 
elaborate, or very impersonal, and to-day. when ever- 
growing facilities are available for mechanistic diagnosis 
and therapy, there is a danger, if relevant considerations 
are omitted, of inducing “ fixation invalidism” on a scale 
hitherto unknown. 


The Indices of an Upward Trend in Psychosomatic Illne’s 


From the information surveyed in the previous section 
it would be reasonable to infer an upward trend in 
psychosomatic illness (relative to illness with aetiology 
dependent on other environmental factors) if, over a 
period of years, morbidity statistics showed changes in 
three respects, namely: 


1. An increase in the average duration of “ incapa- 
cities.” 


Note.—Increasing facilities for intensive mechanistic treat- 
ment provide only one of the many factors which may 
contribute to the prolongation of sickness. 


2. An increase in the certificated causes known to 
cover psychosomatic illness. 


3. These increases would be most marked in_ the 
younger age groups. 


The Application to Morbidity Statistics 


Note.—Statistics of morbidity are not common. In Scot- 
land, since 1930, the Department of Health has issued Annual 
Reports on Incapacitating Sickness in the Insured Population. 
These statistics deal mainly with the incapacitating illnesses 
which begin and end within each annual period under review. 
A valuable survey of these statistics was recently made by 
McKinlay (1937), who, from the standpoint of a statistician, 
sums them up as follows: 


* The major problems, from the point of numbers, seem 
to be at least six: (1) droplet infections (including 
influenza) ; (2) accidents and sepsis of the skin ; (3) rheum- 
atism, especially in its chronic forms; (4) gastric upsets 
of various kinds: (5) chronic respiratory diseases 
(bronchitis) ; and (6) those ill-defined states of ill-health 
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which constitute the bulk of cases labelled debility, neur- 

asthenia, D.A.H. and tachycardia, and, perhaps in less 

degree, anaemia.” 
He adds that the divergence of these illnesses from those 
found in statistics of mortality is “very striking.” 

1. INCREASING AVERAGE DURATION OF INCAPACITY 
The most significant feature of sickness among insured 

persons has been its rise over the past twenty years. For 
example, in England and Wales the rate of sickness during 
the years 1921 to 1926 rose by nearly SO per cent., and 
that of disablement by nearly 80 per cent. These have since 
continued at a high level. Turning to the more detailed 
data available for Scotland since 1930, we find (Report 
No. 6, 1937) that, although there has been no definite 
increase in the incidence of “ incapacities” (only 2.3 
per cent.), there has been a very definite increase in their 
average duration (about 11 per cent.). Moreover, 
during these years the number of “chronic” patients 
(that is, those who were on the sick list continuously 
throughout the annual period) increased by one-third. 
Indeed, of the nineteen million “days of incapacity ~ in 
1935-6, more than half (eleven million days) is attributable 
to a sickness of a year or more duration. 


2. THE RISE MOST MARKED IN CERTIFICATED CAUSES WHICH 
COVER PSYCHOSOMATIC REACTION 
The table illustrates the growth of chronic incapaci- 
tating sickness between the annual periods 1931-2 and 


Table showing Chronic Incapacity in Scotland (1931-2 to 


RISING INCIDENCE OF PSYCHOSOMATIC 


1935 6) 
A B | Cc D 
Percentage Increase | 
(1931-2 to 1935-6) | Register | Order of 
of Patients at | (1936) Absolute 
Certificated ** Cause’, Various Age Groups | Percentage; Rise 
| | Constitu- | (1931-6) 
| | tion 
| All Ages | 16-34 35-54 55-65 | 
Peptic ulcer... | 130-140 | 126 | 168 | 92 | 19 | 7 
Gastritis | 110-120 121 | 189 | 65 19 | 3 
Nersous debility | 90-100 154 | 96 | 58 2.0 9 
Bronchitis | 70-30 166 | 136 | 7.9 | 4 
Anaemia ~ 90 | 79 59 1.3 12 
Rheumatism. . 30-60 | 85 | 90 | Zi 12.6 | 1 
Cardiac debility 95 | 112 | 54 14 | 13 
Diseases of the circu-| | 78) 88 | 35 | | 2 
tion i | 
Other diseases of the | on | 76 | 78 35 | a | 6 
-Tespiratory system | | 
Neurasthenia 30-40 | 74 46 12 | 3:5 10 
Injuries | St 37 | 28 | 3.4 | 11 
Insanity 20-30 60 | 31 1 | 2t2 | 3 
Tuberculosis. . | 42 | 18 2 |} He | 5 
} 
Cerebral haemorrhage | * 84 | 6l 5 | 2.4 | 14 
| 86.0 


_ Note.—In 1930 certain details about insured persons in Scotland who became 
if and unfit for work began to be collected and analysed. (See Reports on 
Incapacitating Sickness in the Insured Population of Scotland, 1931-7.) A 
special register was devoted to those persons who had been on the sick-list 
continuously for more than twelve months. The table is compiled from this 
“Chronic Register.”’ and is adapted from data provided in Report No. 6. 
pages 39 to S52. Column A shows the fourteen certificated ** causes”* of 
incapacity which provided the greatest increase in the number of patients 
between 1931 and 1936. Column B shows the percentage rise in respect of 
éach cause at various age groups. Column C shows the percentage constitution 
of the ** Chronic Register ** in 1936 and indicates that those fourteen ** causes ** 
Provided 86 per cent. of the total register. Column D indicates the order of 
adseluie increase in the number of persons allotted to each of the certificated 
Causes; for example, against rheumatism. which provided the highest increase 
—namely, 1.500 persons-—is placed the number 1, whereas against cerebral 
haemorrhage, which provided an increase of only 170 persons, is placed the 
Dumber 14. 


1935-6, In Column A are shown the principal certificated 


causes of chronic illness arranged in order of relative 
increase, 


Those specified account for 86 per cent. of 
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the patients on the chronic register. By placing a tick 
opposite the terms which cover psychosomatic illness we 
find nine of the fourteen certificated causes specified in 
Column A to be “ our old friends.” 


3. THE RISE IN THE YOUNGER AGE GROUPS 


Column B shows the percentage increase in the certifi- 
cated causes at various age groups. The highest rate of 


increase for all ages is shown by peptic ulcer and 
gastritis. Next in order of rate of increase are nervous 


debility, bronchitis, anaemia, rheumatism, and cardiac 
debility. If we underline the age group which shows the 
maximum rise in each certificated cause, we find in age 
group 16-34 the highest rise was in respect of nervous 
debility, bronchitis, anaemia, and neurasthenia ; whereas 
for age group 35-54 the highest rise was in respect of 
peptic ulcer, gastritis, rheumatism, cardiac debility, and 
diseases of the circulation. In no instance was the per- 
centage increase greatest in the oldest age group. The 
finding that the increase in such illnesses as rheumatism 
and bronchitis is not in the older age group will surprise 
only those who have pot appreciated the influence of 
psychological factors as a cause of illness. 

Note.—* Chronic illness is still relatively more frequent in 
the old than in the young. and the tendency towards an 
increasing proportion of older people in the population would 
tend. other things being equal. towards an increase in chronic 
sickness : but within the ages under consideration this factor 
Offers at best only a small part of the explanation” 
(McKinlay, 1937). 


The table contains many other points of interest. For 
example, one-fifth of all chronic illness is due to insanity, 
and the rise in this during the last five years is most 
marked in the youngest age group. Again, rheumatism 
(see Column D) shows the greatest absolute increase in 
the number of patients. Also, the rise of cerebral 
haemorrhage in the younger age groups is an interesting 
phenomenon. 

Findings from the Analysis 


On analysis of chronic sickness returns during recent 
years we find the three indices which in combination 
reveal an upward trend in psychosomatic illness—namely, 
(1) increasing duration of incapacity : (2) increase in the 
labels known to cover a significant proportion of psycho- 
somatic illness: and (3) the younger age groups most 
affected. [It is therefore reasonable to conclude that 
psychosomatic illness is becoming more prevalent and 
that the maintenance of the high rates of morbidity at 
present existing in the community can only so be under- 


stood. No other interpretation covers all the known 
facts. 

Note.—It ts misleading. and even erroneous, to regard 
illnesses of this nature as “nervous diseases.” It is more 
appropriate to describe them. when we = thinking 
or speaking in terms of mechanism. as “diseases of the 
psycho-neuro-endocrine system.” Certain writers. however, 


would describe them as illnesses of the spirit or sicknesses of 
the soul. In anv case, to state that “nervous diseases are 
Increasing ~~ misses the whole point of the phenomenon. 


Discussion 


(a) A high level of incapacitating sickness dependent 
on psychoneurotic and psychosomatic disorders is not 
incompatible with concomitant happenings such as a 
falling death rate, increasing height and weight of school 
children, and the abeyance of major epidemics. These 
occurrences—the usually accepted indices of improvement 
in the public health—have been achieved by action 
directed mainly towards the noxious physical, chemical, 
and micro-organic factors of environment. Psycho- 
somatic illness, on the other hand, may be regarded as 
a response to noxious psychological factors of environ- 
ment. The potency and practical implications of these, 
however, have hitherto received little systematic attention 
in so far as they affect the health of the community as 
a whole, and, as a result, psychosomatic illness progresses 
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without check and even with unwitting encouragement. 
A discussion of the “causes” of a high incidence of 
psychosomatic illness does not, however, enter into the 
scope of this paper, the aim of which is to point out the 
phenomenon and to indicate that it is a matter which 
concerns all medical men. 

(b) A few remarks may be devoted to the problem otf 
preventing incapacity once this type of reaction has 
occurred. To avoid confusion, it may be said at once 
that only a minority of these patients require specialist 
psychotherapeutic treatment. The great majority can 
be handled, as they are to-day, by the practitioner—but 
with a difference. The first requirement is the recog- 
nition that there is a problem. The second is an altera- 
tion in thought—an appreciation that illness is a reaction 
to environment in all its aspects, including the psycho- 
logical. In other words, curative medicine can no longer 
be contented as at present with the academic question, 
“What has the patient got? “—because the answers to 
this question—no matter how accurate and detailed— 
may in isolation be irrelevant as a proper guide to 
scientific and effective action. A guidance which is often 
more valid and pertinent may be obtained by posing 
the natural questions of biology—for example, “ Why did 
he take ill when he did? ”:; ‘“ What is he behaving like 
this for?” To knew what a patient has met, or feels 
he may meet, is often of more practical value than to 
know what a patient has got. The third requirement is 
an alteration in action—namely, the inclusion in practice 
of what may be called the modern supplement to medical 
examination, especially when the patient first consults 
the doctor. In the absence of this, much incapacity 
preventable at the beginning becomes prolonged and 
permanent. I have noted that practitioners who examine 
their patients in this more adequate way do not tend 
to produce invalids in their practice, whereas those who 
are unaware of it, or who neglect it, tend to induce or 
even create incapacity. This observation, which refers 
to civilian practice, may be collated with the observations 
of others which refer to service practice during the great 
war. For example, “ At all times the most important single 
influence determining the ratio of war neurosis was that of 
the regimental medical officer” (Mapother, 1936). And 
again, “Correct handling of patients in the early stage is 
likely to make all the difference between rapid recovery 
and chronic invalidism. The first link in the chain is the 
unit medical officer. He alone has the power to supply 
relevant information concerning the causes of breakdown 
in each case. He should have sufficient psychological 
knowledge to make an early diagnosis” (Burton, 1936). 

(c) Certain of my medical friends have suggested that 
if this interpretation of the facts be true, it is a grave 
reflection on the medical profession. Actually, however, 
there is no reflection, and morals are not concerned. 
Neither is there any criticism. Historical observation has 
shown that the slow percolation of a new scientific out- 
look is a natural and predictable happening. Instead of 
studying the data and the inferences made from them 
with attention and clear-headed thinking, people respond 
with emotion, the reactions being characterized on the one 
hand by intense enthusiasm and on the other hand by 
indifference (the “blind spot”) or even open resentment. 
When we react emotionally we exhibit the feature of 
increased suggestibility. 
excited about any theory, our perception and judgment 
become distorted—we see what we want to see and infer 
what we want to infer. On the other hand, if we resent 
the introduction of a new technique into medicine (as 
our grandfathers resented the bacteriological and some 
doctors of to-day resent the psychological), our emotional 
state prevents us from seeing what we do not want to see 
and inferring what we do not want to infer. 

“The influence of emotion on reasoning is consider- 
able when the question is one affecting either the interests 
of an individual or some theory deeply rooted in his 
prejudices. Darwin recounts that one of his geological 


Thus, if we become emotionally - 


friends tried to assure him, against all evidence, that a 
certain fossil was not found in a given locality, for other- 
wise his argument (the geologist’s) on the geology of the 
neighbourhood would be wrong; four of his volumes 
would go for nothing. This incident made a great im- 
pression on Darwin's mind. It showed him that the 
pursuit of truth demanded qualities of courage and will, 
not less than those of the intellect.” (Quoted from Lynch, 
1912.) 

However, the reluctance of the profession to adopt a 
psychological outlook cannot be dissociated from the 
growth of unorthodox cults which continue to flourish 
and impress in fields where orthodox medicine often fails. 
Moreover, within the medical profession itself, lack of 
instruction in how to think about illness in an adequate 
way is responsible for many “good men going wrong” 
when, discouraged by their failure to get permanent results 
by standardized mechanistic methods, they begin to adopt 
freakish methods of treatment which have no real 
scientific foundation. It is true that they may obtain 
“results,” but to the detached observer their successes 
are very obviously a function of their personality on the 
one hand or of the magical aspects of their treatment on 
the other. 


(d) Lastly, it is interesting to speculate whether, 
ceteris paribus, a still further extension of mechanistic 
forms of treatment provided to all comers in the absence 
of a “threshold ” examination which includes the modern 
supplement will result in a still further increase in the 
duration of invalidism. Time and the yard-stick of 
morbidity statistics will show. As McKinlay neatly puts 
it: “ The efficiency of a service must ultimately be judged 
by the standard of health of the people rather than by the 
nature and amount of the facilities available for its 
preservation.” 


Conclusions 


1. An analysis of Scottish morbidity statistics in the 
light of modern knowledge reveals a rising incidence of 
psychoneurotic and psychosomatic illness. 


2. The extent and significance of this phenomenon are 
not yet generally realized, but it has definite bearings on 
the public health as well as on the future of medicine—in 
outlook, training, research, treatment, and prevention. 


_ For assistance in the presentation of this study I am 
indebted to my colleague Dr. P. L. McKinlay, Medical 
Statistician to the Department of Health for Scotland. 
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SEASONAL INCIDENCE OF RHEUMATIC 
FEVER IN THIS COUNTRY 


BY 
ARNOLD B. ROWLANDS, M.B., Ch.B. 


The study of the seasonal fluctuations of infectious diseases 
in this country reveals the existence of two characteristic 
types : 


1. The Solstice Type.—This type, dominated by the 
prevailing temperature, includes certain respiratory and 
alimentary infections which we associate respectively with 
the winter and summer solstices. 

2. The Equinox Type.—Measles and whooping-cough 
usually show a conspicuous increase at the vernal equinox, 
while the autumnal equinox is associated with an increase 
of throat infections: diphtheria, scarlet fever, and rheum- 
atic fever. 

Though this classification has severe limitations, it has 
the merit of simplicity. Further—and this is the reason 
for its presence here—it emphasizes a contrast between the 
conditions prevailing at the two equinoxes. It is much 
easier tO appreciate the nature of this contrast than to 
state directly what is the characteristic feature of the 
autumnal equinox. First, in respect to negative evidence, 
there is no significant difference between the temperature 
and the relative humidity at the two equinoxes. What, 
then, is the nature of this contrast? 


Dynamic Change 


The answer to this little riddle is to be found in 
dynamics rather than statics. The seasonal variation of 
temperature is determined by the obliquity of the ecliptic, 
which effects a periodic variation of the angle of elevation 
of the sun’s rays. At any one place this angle is, of 
course, equal at both equinoxes. However, during the 
weeks In immediate relation to the equinoxes the angle 
is changing very quickly. Thus the angle increases 
rapidly in the “spring” and decreases in like manner 
inthe “autumn.” It is this rapidity of change, in opposite 
directions, which supplies the fundamental difference 
between the equinoxes. We have not only a contrast, but 
a significant) reciprocal relationship, between the two 
periods of the year when climatic accelerations and 
decelerations are at their height. 


The Rate of Change of Temperature 


Graphs | and 2 illustrate our point. Graph 1 portrays 
the average seasonal variation of temperature at Green- 
wich. Graph 2, deduced from the former, represents the 
rate of change of temperature and shows clearly the 
contrast between the equinoxes. Despite many secondary 
climatic factors, the changes of temperature are still 
dominated by the theoretical solar climate. The most 
important deviation, from our standpoint, is the lag in the 
earth’s response to changes in the sun's elevation. Thus 
the most rapid changes of temperature are post- 
eguinoctial phenomena. 


Rate of Change of Relative Humidity 


We are aware of an approximate inverse relation 
between the changes of temperature and relative humidity 
in this country (Graphs | and 3). We can therefore 
anticipate a close inverse association between their respec- 
tive accelerations (see Graphs 2 and 4). Let us summarize 


Graphs showing the Seasonal Incidence of Rheumatic Fever 
and its Association with Climatic Factors 
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GrapuHs 1-5.—Seasonal Incidence of Rheumatic Fever. 


Graphs | and 3 illustrate, respectively, the seasonal varia- 
tions of temperature and relative humidity at Greenwich. 

Graphs 2 and 4, deduced from Graphs | and 3, show the 
rates of change of temperature and relative humidity at Green- 
wich. Graphs 2 and 4 are merely an expression of the steep- 
ness of the more familiar Graphs 1 and 3. 

Graph § illustrates the seasonal incidence of 
fever in London. 


rheumatic 


these views in the simplest possible form relevant to our 
subject. We may say that, in London, September and 
October are characterized by a deceleration of temperature 
and an acceleration of relative humidity. ‘ 


Seasonal Incidence of Rheumatic Fever 


Graph 5 is based on the onset of symptoms in nearly 
1,500 first attacks of rheumatic fever (St. Bartholomew's 
Hospital, 1882-1904). This graph shows a striking’ re- 
semblance to the preceding graphs (2 and 4). Study of 
these graphs suggests a promise of close correlations. This 

Seasonal variation 0.86 


promise is realized: 
} and Rheumatic Fever 


JS Seasona! variation of 
Rheumatic Fevei 


Rate of change of 
Temperature 


r= +085 

(In the text I have refrained from including the mathe- 
matical probable error, as this may lead to a false idea 
of accuracy. The rate of change of temperature for each 
month has been derived graphically trom the rate of 
change between individual months. This leads to an error 
in draughtsmanship. Thus the total error is probably in 
the neighbourhood of +10 per cent.) 

There can be no doubt that in this country there is a 
significant correlation between the seasonal variations of 
rheumatic fever and the rates of change of temperature 
and relative humidity. Is there any causative relationship 
between these climatic accelerations and the onset of 
rheumatic fever? 
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Climate and Rheumatic Fever 


In this country there are two well-established associa- 
tions between, climate and the incidence of rheumatic 
fever: 

1. Sir Arthur Newsholme (1935) has clearly demon- 
strated that the incidence ot rheumatic fever is highest in 
hot dry years. 

2. Damp cold has been implicated by numerous workers 
(Poynton and Schlesinger, 1937). 

At first glance these associations appear to be mutually 
antagonistic. Fortunately this paradox is apparent rather 
than real. It will be appreciated that the maximum 
seasonal incidence of rheumatic fever does not occur in 
the hottest and driest months ; neither does it occur in the 
damp cold of winter. It is to be found between the two, 
when the hot dry conditions of summer are changing most 
rapidly to the damp cold of winter. 

If we regard hot dry and cold damp conditions as twe 
extremes, then the rate of change between the two will 
be accentuated by an increase of one or both of these 
factors. It would therefore appear that, while hot dry 
conditions predispose to the onset of rheumatic fever, it 
is the rate of change to damp cold which acts as the 
precipitating climatic factor. 


Conclusion 


In view of the presence of significant correlations and 
a happy reconciliation with current ideas on climate, I 
submit that one of the factors controlling the seasonal 
incidence of rheumatic fever in this country is the 
reciprocal acceleration of temperature and_ relative 
humidity. 

I wish to express my indebtedness to Professor P. C. Cloake 
of Birmingham, without whose inspiration and kindly encour- 
agement this investigation would not have been undertaken. 
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Recent Advances in 


At the annual general meeting of the Society for Relief of 
Widows and Orphans of Medical Men, with Mr. V. Warren 
Low, president, in the chair, the report for 1937 and the 
financial statement were presented and adopted. During 1937 
sixty-one widows and seven orphans were in receipt of grants 
and the total amount distributed was £4,702. Owing to the 
increase of the number of widows in receipt of grants there 
were not sufficient funds available to make them the usual 
Christmas present, but each orphan received a present of £5. 
The receipts for the year amounted to £5,390, including 
£367 18s. 11d. from subscriptions and donations. The total 
membership of the society is 285, which is a very small 
proportion of the medical men eligible for membership. 
Relief is only granted to necessitous widows and orphans of 
deceased members. Membership is open to any registered 
medical man who at the time of his election is residing 
within a twenty-mile radius of Charing Cross. Each widow 
receives a grant of between £60 and £75 per annum, and 
the orphans £50 per annum. Any widow with an income 
of £125 or under is eligible to receive a grant. The directors 
are anxious to bring the great advantages of membership of 
the society to the notice of medical men. The invested 
capital, which amounts to over £140,006, may not be used as 
income ; only the interest is available for this purpose. This 
year the society celebrates the one hundred and fiftieth 
anniversary of its foundation. Full particulars may be obtained 
from the secretary at the office of the society, 11, Chandos 
Street, Cavendish Square, W.1. 
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Clinical Memoranda 


Treatment of Schizophrenia 


Since Sakel (1935) introduced his method for the treatment{ |! 
of schizophrenia by the induction of hypoglycaemicf S!'g 

“ shocks * a wave of optimism has spread among psychia- caret 
trists of almost every country in the world, and insuling @ 
therapy in its different sphere is rivalling in popularity the g 
the malarial treatment of general paralysis. and 

The Vienna technique has been practised at the Hatton 
Mental Hospital since June, 1937, and fifty-nine cases of d | 
schizophrenia have completed a course of treatment com- 


ge 


iat 


prising fifty or more shocks, unless cure was established pone 
with a smaller number. In order to get the results of men 
treatment in their proper perspective we have inquired on 
closely into the results obtained in cases of schizophrenia ae 
during the years 1931 to 1935 inclusive, with T.A.B, Wi 
vaccine, with somnifaine prolonged narcosis, and finally lite bh 
with no special treatment beyond ordinary nursing careg S*4*" 
and the psychotherapy of friendly interest. We haveg When 
collected the after-histories of these schizophrenics up 
the present, but here we are only concerned with theg "cate 
results achieved during their first year after admission, those 
Table showing Immediate Results in Treatment of ahs 
Schizophrenia wa mg i 

No. ae Aver- | Relapses| Fi O 

No. % pital 

Symptoms 0-3 year: 

Treatment— Mths. | Years ae 
Insulin... | 18 18 {100.0} 4.5] 22.8 2 88.8 
T.A.B. 49 40 | 81.6] 7.3 | 23.7 3 769 
Somnifaine cn 3 | 500] 4.7] 25.2 1 333 
None = 22 84.6 8.8 | 23.7 7698 Cove 

Symptoms year: 

Treatment— 
Insulin ..  .. | 12 | S31 219 0 75.08 Sakel, 
TAB. .. ..| 16 | 13 | 812] 3 | asp 
6 | 66.7] 85] 246 0 | 667 M 

Symptoms 1-2 years : 

Treatment— The 
Insulin .. | 10 5 | 500] 45] 24.2 1 40.0 
12 | 545] 89 | 23.9 6 | 273 
None... .. | 9 6 | 66.7} 81} 24.2 0 | 667 

Symptoms over 2 years : of the 

uterus 
Insulin .. .. | 10 3 | 300] 30| 251] | 300 
6 | 35.3 | 15.0] 25.8 1 2948 and re 
None 4 3 | 75.0] 4.0] 25.0 1 | soog ol 

Second Attacks : 

Treatment— SIX Wee 
Insulin... 9 44.4] 3.5] 25.1] | heart v 
TAB. .. ..] 16 7 437] 247] | 250 ra 
Somnifaine 4 | 66.7| 7.2] 23.0 2 | 333 “a 
None... .. | 32 15 | 469| 25.5 7 2808 The 

the hoy 

* Excluding one case in hospital for 44 years. If this case is included # the rad 

average stay in hospital becomes 13.1 months. Of all cases in this table i 9, arian 
immediate discharges are: for insulin 66.1%, for T.A.B. vaccine 65°%, for 
treatment and for somnifaine narcosis 58. pe 
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Although the series is small it has the advantage that 
almost every patient was well known to one of us 
(D. N. P.), and the diagnostic criteria are therefore essen- 
tially the same in each group. The effects observed are 
summarized in the table. 


It will be seen that the superiority of insulin is only 
slight when the percentage of discharges is considered, and 
careful study of these cases has convinced us that this is 
a genuine comparison. James (1938) has pointed out 
the great reduction in the period of residence in hospital, 
and this is the chief advantage of insulin: for the period 
in hospital is roughly halved, and clinically it is striking 
to see the rapid improvement which often takes place 
and which is apt to generate an exaggerated idea of the 
value of this form of therapy. In every group of insulin 
results in the table the hospital period is short, and as a 
general rule it can be stated that if treatment is going to 
be successful this will soon be apparent. 

With T.A.B. vaccine as it has been used here no patient's 
life has been in danger, but one insulin patient died and 
several have had close calls. This is an important feature 
when one is deciding whether the results of insulin therapy 
justify the difficulties it incurs. The results of T.A.B. 
treatment would appear from the table to be worse than 
those obtained without special treatment; but this is 
largely explained by the frequent use of T.A.B. when 
progress was delayed, and we believe that this treatment 


| Was IN Most cases a mere incident of no great importance. 


SUMMARY 
Our conclusions about insulin therapy at present are: 
1. The period in hospital is roughly halved. 
2. There is a slight superiority in the percentage of cures 
when compared with other methods. 
3. These advantages justify its continued use. 
S. W. M.R.C.S., L.R.C.P., 
Assistant Medical Officer. 
D.N. Pareitt, M.D., M.R.C.P., D.P.M., 
Medical Superintendent. 
Coventry and Warwickshire Mental Hospital. 
REFERENCES 
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Massive Hydronephrosis and Pregnancy 


The following case is 
because of its rarity: 


considered worth reporting 


CASE HISTORY 

A primipara, aged 23, was seen on September 17, 1937, 
as an abnormal case at Dulwich L.C.C. Hospita! on account 
of the great discrepancy between the apparent size of the 
uterus and the duration of amenorrhoea. Her last menstrual 
period began on March 17, 1937, and twenty-six weeks later 
the abdominal swelling had extended up to the diaphragm 
and rendered the abdominal wali tense. Otherwise the case 
Was obstetrically normal. The pelvis was commodious, the 
Wassermann reaction was negative, and there were no signs 
of toxaemia. The patient had felt foetal movements for 
six weeks only. No foetal parts could be felt and the foetal 
heart was not heard. 

A radiograph was taken and the report read: “ Qne foetus 
of about twenty-eight weeks lying in the right iliac fossa, 
the head being uppermost ; presumably a case of hydramnios.” 

The patient was admitted for paracentesis abdominis in 
the hope that the presence of urea in the fluid would confirm 
the radiological diagnosis and exclude the alternative one of 
arian cyst. Urea was present but in a concentration of 
0.75 per cent., which could not be regarded as_ indicative 


of hydramnios, for it is about double the concentration of 
urea in normal liquor amnii. Moreover, the abdominal mass 
presented a firmer consistency in the right iliac fossa than 
elsewhere. The patient was in excellent health and anxious 
to have a child. The distension was so enormous that 
premature labour was considered inevitable. As the diagnosis 
of hydramnios was doubtful the decision was made, with 
full explanation to the patient, to explore the abdomen. We 
were almost certain that the case was not one of hydramnios, 
but at the same time could not understand why a cyst should 
contain so high a concentration of urea. The true diagnosis 
never occurred to us. 
OPERATION 

The abdomen was opened under general anaesthesia on 
September 30, 1937. A tense cyst was found reaching from 
the diaphragm down to the pelvic floor. The uterus was 
identified in the right iliac fossa with the cyst overlying it 
above and in front. The intact tumour was quite un- 
manageable, so it was tapped and twenty-five pints of clear 
greenish fluid withdrawn. The cyst wall then lay fold upon 
fold in the abdomen like a collapsed balloon. Careful 
examination of these folds showed that the transverse and 
descending parts of the colon were closely applied to that 
portion of the cyst wall which had occupied the right side 
of the abdomen. It was then realized that the cyst was a 
colossal left hydronephrosis. Peritoneum to the left of the 
colon was stripped up and the whole wall separated by blunt 
dissection in the space corresponding with the perirenal fascia. 
This led to isolation of the renal pedicle, the vessels of which 
were small. They and the ureter were ligated and divided 
separately and the cyst wall removed. No cause of the 
hydronephrosis could be seen in the region of the renal 
pedicle. The right kidney was felt to be larger than normal. 

An enormous dead space occupying the left side of the 
abdomen and pelvis was covered with peritoneum as well as 
possible and the colon replaced. A large drainage tube was 
placed down to this area. The uterus now occupied its 
normal position and corresponded in size to cyesis of 
twenty-eight weeks. The emptying and removal of the cyst 
caused considerable collapse of the patient, but she began to 
recover as soon as the abdomen was closed. 

During the following week 2 units of proluton were given 
daily and 5 minims of adrenaline eight-hourly with a view 
to preventing premature labour. 

The only complications which took place were a stitch 
abscess at the top of the wound, pus from which grew 
Staphylococcus aureus, and a severe B. coli infection of the 
remaining kidney. The wound was well healed in three 
weeks, but the urinary infection remained till delivery in 
spite of every variety of medical treatment. 


DELIVERY 

Labour started with rupture of the membranes on 
December 29, 1937. thirteen weeks after operation. Except 
for a first stage lasting thirty-two and a half hours the confine- 
ment was normal. The second stage lasted two hours and 
fifty minutes. A live male child weighing 6 lb. 9 oz. was 
delivered without rupture of the perineum. The puerperium 
was normal, and on the fourteenth day the urine was sterile. 
Mother and child left hospital in good condition on the 
eighteenth day after delivery, the baby then weighing 
10s, 12) oz: 


The case was remarkable for the size of the tumour, 
which possibly represents a record for hydronephrosis, tor 
the quiescence of the uterus after an operation of the 
first magnitude, and for the courage of the mother. The 
only comparable case we have found in the literature ‘is 
that of Dr. Heinz Kustner of Leipzig.’ Here the cyst 
weighed 20 German pounds (174 pints) and was removed 
intact. Miscarriage at five months took place the next 
day. 

R. L. Dopps, M.Ch., F.R.C.S... M.C.0.G. 
G. Maizets, M.B., Ch.B., M.C.O.G. 


* Mschr. Geburtsh. Gynak., 1931, 89, 179. 
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Treatment of Plantar Warts 


There is no doubt that during recent years plantar warts 
have become much commoner. There is a consensus 
of opinion on this point among those concerned in their 
treatment, whether general practitioners, dermatologists, 
or chiropodists. During the recent discussion on the 
subject in these columns, little attention appears to have 
been paid to the pathology of these troublesome little 
tumours. As regards this it has been established beyond 
all doubt that they are infective in origin, which accounts 
for the fact that they are very often multiple; but they 
are extremely superficial in nature, never penetrating 
deeper than the epidermis. Sometimes a large one may 
be as much as a quarter of an inch thick, but even then 
it always lies as it were in a cup, of which the base is 
the dermis while the sides are formed by the epidermis 
with a greatly thickened horny layer. The thickening 
of the horny layer is no doubt a compensatory reaction 
in order to take the pressure from the wart itself, which 
is usually extremely sensitive, and transfer it to a healthy 
skin. This thickened collar is exactly analogous to the 
corn plasters, with a hole cut in the middle, commonly 
used for the relief of corns. The leading principle in 
the treatment of plantar warts is to effect a separation 
of the base of the wart from the underlying dermis. In 
the case of small warts this may often be done by the 
employment of some keratolytic agent, salicylic acid, 
which softens the horny layer, being the best. On the 
heel and the ball of the foot the horny layer is very 
thick, and after treatment’ for some days with a salicylic 
ointment or plaster it will often peel off in an almost 
unbroken sheet, carrying away with it small warts—for 
example, those which are not of greater diameter than 
two or three millimetres; but in the case of the larger 
specimens, which may be as much as a centimetre in 
diameter, macerating treatment alone is ineffective. For 
them some form of surgery is usually required, but 
excision by means of a scalpel, followed by the insertion 
of sutures, should never be practised. It is unnecessary, 
and often leads to the formation of a painful scar. 


SURGICAL TECHNIQUE 


People sometimes talk about the “roots” of warts, 
but there are really no such things. Even the largest 
of them, if extracted entire, will be found to have a 
smooth pearly white basal surface which lies in a capsule 
formed by the surrounding skin. As a rule it is not very 
difficult to find the line of demarcation between the wart 
and its capsule and to curette it out with the aid of a 
sharp spoon. Whether this little operation should be 
done under local or general anaesthesia depends very 
much upon whether the patient is a child or an adult. 
Usually, general anaesthesia is best for children and a 
local anaesthetic for adults. The base of the wart is 
often tightly attached to the dermis, so that there is a 
chance that the line of demarcation may be missed and 
the adherent dermis be removed with it, thus making a 
wound right through to the subcutaneous tissue such as 


is likely to lead to the formation of a painful scar. It’ 


is desirable, therefore, before curettage to adopt some 
means of loosening the wart in its bed. There are two 
good methods of doing this: first, by the administration 
of a dose of x rays: secondly, by the application of a 
pencil of carbon dioxide snow. If available, the adminis- 
tration of x rays is to be preferred. It is, indeed, quite 
possible to kill plantar warts and cause their dis- 
appearance by the use of x rays alone, but for this 
purpose a very heavy dose is required in ‘he case of 


large and thick warts, and there is some degree of un- 
certainty as to exactly how much is necessary in each 
case. As a measure preliminary to curetting, a 
dose equivalent to two Sabouraud  pastilles may be 
safely given, provided of course that the surrounding 
skin is carefully screened. This dose is at all events 
sufficient to cause a certain amount of shrinkage of 
the wart, and after a few days it is much easier to 
curette, as it is no longer so tightly adherent to its bed. 
The administration of x rays has also the advantage 
that it at once diminishes tenderness on pressure, which 
is usually the chief symptom complained of by the 
patient. The application of the carbon dioxide pencil 
is also useful because it causes a certain amount of 
effusion between the wart and its bed, thus facilitating 
removal, but it has the disadvantage that it is painful 
in itself and has no analgesic effect subsequently. Many 
cases, probably amounting to some hundreds in all, have 
been treated on these lines with unfailing success. I 
do not remember ever to have seen a recurrence. 
H. Hacpin-DaAvis, 
London, W. M.D., F.R.C.P. 


Keratitis from Working with Creosote 


These two cases are of clinical interest from an ophthalmo- 
logical point of view and also useful as drawing attention 
to the danger to employees of working with creosote. 
Both cases arose in gardeners who were creosoting a fence 
in different localities. Neither of them was conscious of 
a splash of creosote getting into the eye but rather thought 
fumes got into their eyes, and they suffered later from 
irritation and consulted their own doctors after work. In 
reality small droplets must have gained access to the eyes, 


Case | 

H. H., aged 67, was creosoting a fence on January 28, 1938. 
He thought some fumes of creosote got into his left eye. He 
had uneasiness and blinking but no great pain. He was 
treated by his doctor till February 10, when he came to me 
saying the sight of the left eye was blurred. On examina- 
tion there were three small grey maculae below the pupil, but 
also numerous small grey spots on the cornea and a hazy surer- 
ficial keratitis: a condition due, I thought, to numerous small 
dioplets of creosote impingeing on the cornea. The condition 
under treatment has settled down but there will be permanent 
impairment of vision. 

Case ll 

A. G., aged 49, consulted me on May 13 with a history of 
creosote fumes getting into his left eye about two months 
previously, since when his vision has been hazy. He did 
not have much pain, but he went to his doctor, who treated 
him. But the haziness remained. On examination on each 
side of the pupil there was a small grey macular patch where 
two bigger globules of creosote must have landed, but there 
were also numerous small grey specks and a superficial hazy 
keratitis where minute droplets of creosote must have settled. 
The condition had apparently settled down but left hazy 
Vision. 

In both cases the history was the same. Both patients 
complained of irritation of eyes after working with 
creosote, neither complained of great pain, such as one 
would expect in such damage to the cornea, and _ the 
clinical appearances were the same—both were gardeners. 
In both the impairment of vision will be permanent. 

Creosoting of posts and fences is a common occupation 
both for amateur gardeners and their employees, and the 
publication of these two cases may lead to general practi- 
tioners giving a warning to any of their patients who 
work in gardens. 
G. T. Birpwoop, M.D., B.C., 

War Memorial Hospital, Deal. 


May 26, 1938. 
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THE BRITISH RED CROSS 
The Story of the British Red Cross. By S. H. Best. 


Foreword by The Hon. Sir Arthur Stanley, G.B.E. (Pp. 
275; 11 illustrations, including a frontispiece. 8s. 6d. 
net.) London, Toronto, Melbourne, and Sydney: 


1938. 


The British Red Cross is a subject on which not a great 
deal has been written, and indeed its discontinuous history 
—for it is only in war that it becomes really significant— 
is not easy to relate. Mr. S. H. Best in The Story of the 
British Red Cross, which has appeared opportunely 
during the 16th International Red Cross Conference, tells 
a plain unvarnished tale, and Sir Arthur Stanley, who 
contributes a foreword, is equally matter-of-fact, but even 
these sober details of organization pulse now and then 
with adventure. It is strange that no Red Cross organi- 
zation was built up in this country following the Crimean 
War, for Florence Nightingale embodied, if anybody ever 
did, the Red Cross spirit. It was the Franco-Prussian War 
of 1870 which led to the foundation of the National 
Society for the Aid of the Sick and Wounded in War, 
which was the precursor of the British Red Cross Society. 
An organization was swiftly improvised and British Red 
Cross surgeons were operating amidst the bullets at 
Sedan. But it was not until 1897, just before the Boer 
War, that the organization of Red Cross work in this 
country took a decisive step forward, when representatives 
of the National Aid Society, the St. John Ambulance 
Association, and the Army Nursing Reserve met in 
conference with a view to finding out how best they could 
co-operate with the Army Medical Service and with one 
another. As a result the permanent Central Red Cross 
Committee came into existence, and almost immediately 
had its baptism of fire on the South African battlefields. 
Later it was felt that the principle of unification might 
be extended, and the present British Red Cross Society 
came into existence in 1905 with Queen Alexandra as its 
president—* essentially a woman's work,” said the Queen 
in her inaugural speech. But when the European War 
breke out the Society was still a small organization 
occupying two rooms in Victoria Street and living on a 
negligible income. Its expansion was on a similar scale 
to that of the British Army itself. To take the financial 
Measure alone, by the end of the war it had raised 
£24,000,000. 

- Nearly half the present book is taken up with the story 
of the Society in the war of 1914-18. This again is not 
easy to relate, for Red Cross work had no well-defined 
limits, merging sometimes almost imperceptibly into the 
work of the Royal Army Medical Corps. At first much 
contusion was caused by the fact that the Army Council, 
in which the control of the Red Cross emblem is vested, 
had granted authority for its use to the Ambulance Asso- 
ciation of the Order of St. John, so that there were two 
bodies engaged in the same work, sending personnel and 
material to the armies at the front. The situation was 
remedied by the formation of a Joint War Committee con- 
sisting of representatives of both bodies. In the early 
days of the war the Red Cross offered an obvious channel 
for patriotic and compassionate service. To Sir Frederick 
Treves it fell to interview the doctors who wished to 
serve, and 400 were engaged at £1 a day with quarters 
and rations. Many of them served in France, some in 
Serbia and elsewhere. Some were in units of which the 


Cassell and Company. 


Society had sent out thirteen and the joint organization 
a further six before the end of 1914. Vivid memories of 
those days are recalled by these chapters—the establish- 
ment of the auxiliary hospitals, the organization of the 
V.A.D.s (who were a matter of jest at first, but earned 
the tribute from Sir Arthur Sloggett, D.G.M.S., that they 
were “one of the greatest factors of the medical organiza- 
tion of the war”), and the purchase of the Star and 
Garter Home. The Red Cross emblem was the brightest 
thing that many a war-weary eye saw in four years. 
Here is a typical example of service, which perhaps would 
not be accounted much of an achievement to-day, but 
twenty years ago made a shining record: 

telegram received at Boulogne headquarters 
requesting a supply of pituitary extract urgently needed by 
a casualty clearing station. ... A supply of this extract was 
received at noon on the following day, and was immediately 


dispatched by motor cyclist, who delivered it at the casualty 
clearing station the same evening.” 


But that is only one of scores of quotable instances. 
A bare dozen pages are allotted to the post-war activities 
of the Red Cross, but these include such work as the 
blood transfusion service, the clinic for rheumatism in 
London, and the training of personnel for the A.R.P. 


ACTIONS AND USES OF DRUGS 


The Essentials of Materia] Medica, Pharmacology and 

Therapeutics. By R. H. Micks, M.D., F.R.C.P.1. Second 

edition. (Pp. 378. 12s. 6d.) London: J. and A. Churchill. 

1938. 
The appearance of a second edition of Professor Micks’s 
textbook confirms the opinion we expressed when the first 
edition appeared three years ago, that it was of excep- 
tional merit and would prove popular. The outstanding 
feature is the clearness with which the author states the 
really important actions and uses of drugs. At the same 
time he has little respect for age in relation to therapeutic 
traditions, and when he believes a drug to be useless states 
this opinion without superfluous qualifications. This 
simple method of approach results in a textbook which ts 
both interesting and easy to read. 

The material has been thoroughly revised. An account 
is given of the numerous important new drugs that have 
appeared during the last three years. A separate chapter 
is devoted to prontosil and sulphonamide, and it is 
interesting to note that as much space (seven pages) is 
given to these drugs as to the treatment of cough. 
Emetics on the other hand are dealt with in a single page, 
while volatile oils occupy four pages, which end with the 
remark that the presence in pharmacopoeias of most of 
these substances is a relic of the past rather than a 
testimony to their therapeutic importance. These examples 
suffice to show the striking difference between the textbook 
under review and those which follow more classical 
traditions. Professor Micks’s treatment of the subject is, 
of course, the one which really accords with up-to-date 
clinical practice. It would indeed seem that, though 
pharmacology is one of the youngest of the medical 
sciences, yet it already has acquired classical traditions 
which are tending to lag behind current practice. Pro- 
fessor Micks’s textbook undoubtedly helps to ward off 
this threatened senescence, since its very omissions empha- 
size the fact that most of the points around which contro- 
versy centred during the nineteenth century are to-day 
of minor importance. 

We congratulate the author on the care he has taken, 
not merely to incorporate an account of new drugs in the 
new edition, but to rewrite whole chapters so that the 
relative importance of new and of old methods is shown in 
true perspective. 
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AN AMERICAN HANDBOOK ON EYE 
DISEASE 

A Texthook of Ophthalmology. By Sanford R. Gifford, 

M.A., M.D., F.A.C.S. (Pp. 496: 249 figures ; 10 coloured 

plates: coloured frontispiece. 18s. net.) Philadelphia 

and London: W. B. Saunders Company. 1938. 
Dr. Sanford R. Gifford, professor of ophthalmology in 
the North-Western University Medical School, Chicago, 
has written a handbook on the diseases of the eye for the 
use of medical students and general practitioners. The 
book follows the usual lines of such works. There is a 
good account of the examination of the superficies of the 
eye, then of ophthalmology and the functional reactions 
of the eye. There follow chapters on refractive errors, the 
diseases of the several parts of the eyes, and a chapter 
on the eye in general disease. There is an appendix giving 
the appraisal of loss of visual efficiency according to the 
standard method approved by the House of Delegates of 
the American Medical Association in 1925. The text is 
well and clearly written ; it is a safe guide to the student 
and to the general practitioner. The type and paper are 
good ; but the illustrations, of which there are many, are 
disappointing. Dr. Gifford has used photography far too 
much. There are many fundus pictures done by photo- 
graphy which are clever in themselves but which in our 
opinion are quite useless as an aid to the student. Such 
pictures in their lack of distinction are in sharp contrast 
to the several colour prints prepared from drawings made 
by the artists of Theodore Hamblin of London. There 
are few photographs of eye conditions which can equal the 
careful limning of the intelligent artist. 


PERIPHERAL EMBOLECTOMY 


Les Embolies Artérielles des Membres. By H. Haimovici. 

Preface by R. Leriche and J. Fiolle. (Pp. 336. 55 fr.) 

Paris: Masson et Cie. 1937. 
In this welcome monograph Dr. Haimovici reviews the 
whole subject of the occlusion of the limb arteries. Based 
on the personal experiences of the author as well as a 
bibliography of several hundred references, which is by 
no means the least valuable part of the book, the field 
covered includes sections on history, aetiology, symptom- 
atology, diagnosis, prognosis, pathology, and treatment. 
It is introduced by a short preface by Professors 
René Leriche and J. Fiolle, who, in drawing attention 
to its importance, state that hitherto the subject has 
been dealt with in only a random way, and that this is 
the first contribution to analyse the subject and deal with 
it as a whole. The pathological aspect, however, is given 
most prominence, and the whole of the twenty-four ilus- 
trations, with the exception of the first few which are 
concerned with experimental work, are photomicrographs 
from sites of vascular occlusion, and depict emboli or 
the vessels containing them. This is our chief criticism of 
this excellent monograph ; we should have welcomed some 
illustrations of the clinical aspects—for example, common 
sites of lodgment of emboli and of the various methods 


used in their treatment by surgery. Very appropriately . 


the work of Swedish surgeons is referred to, but we should 
have liked to have seen Professor Einar Key's important 
personal contributions and those of his associates given 
even more prominence, for it is to the Swedish school that 
we have been accustomed to look for some time now for 
guidance in the treatment of cases of arterial embolism. 
British readers might think that undue importance is given 
to arteriectomy, since many have failed to confirm the 
striking results claimed for this procedure, so popular in 


parts of the Continent. Other explanations may be given 
for some of the results ascribed to sympathetic denerva- 
tion by arteriectomy, since success has also .followed 
embolectomy with ligature of the main vessels. Making 
due allowance for such considerations, however, there is 
much to recommend this work to those interested in 
vascular surgery. 


A MEDICO-LEGAL CLASSIC 


Glaister's| Medical Jurisprudence and Toxicology. By 
John Glaister, M.D., D.Sc. Sixth edition. (Pp. 747; 107 
illustrations, 8 plates, 3 of which are in colour. 25s. net, 
postage 7d.) Edinburgh: E. and S. Livingstone. 1938. 
In preparing the sixth edition of this famous book Pro- 
fessor Glaister decided that considerable changes were 
inevitable. It was originally written for the student, and 
he found that it contained too much minor detail and 
interpolation in small type for modern tastes. He has 
therefore opened up the whole format by using larger type, 
and has improved the style of the index. Considerable 
portions of the book have been recast in order to include 
new matter. Dermal prints and palmar prints are treated 
in some detail, and the section on putrefaction now con- 
tains some useful data on the identification of maggots, 
for various species have life-cycles of various lengths. 
The Ruxton case gives the editor an opportunity to 
enlarge the original section on the identification of dis- 


membered remains. He also includes the latest informa- 
tion on blood grouping, the use of filtered ultra-violet. 
light, the Pharmacy and Poisons Act, 1933, and war. 
gases. He has a large toxicological section, with two, 


fine coloured plates of various poisonous berries and 
seeds. As might be expected, Dr. Glaister treats ade- 
quately one of the subjects he has made peculiarly his 


own: the identification of fibres and hairs. The civil 
aspect of medical jurisprudence is dealt with in a some- 


what perfunctory way, but the section on the General 
Medical Council informs the practitioner of most of the 
pitfalls of the medical code of conduct. A_ valuable 
feature is the close attention paid to Scots law, which in 


its medical aspects, as in others, differs widely from the 


law of England. The value of this work, already great, 
has been considerably increased by its learned and 
experienced editor. 


Notes on Books 


Very opportunely, since the Glasgow Exhibition will 
doubtless attract more than the usual number of visitors 
to Scotland this year, the Automobile Association has 
issued the Road Book of Scotland, thus completing the 
trilogy of A.A. roadbooks covering Great Britain and 
Ireland. The 400 pages which this book contains are 
packed with useful information, and, what is more, this 
mass of material is so arranged that whatever the reader 
wants to know—from the best of several possible routes 
to the size of the golf course at, say, Wick or (for the 
Englishman) the correct pronunciation of Gaelic names— 
that information is to be found with a minimum of effort. 
There are more than 250 specially surveyed, detailed 
itineraries, which are cross-referred to a gazetteer of more 
than 800 cities, towns, villages, and lochs. Day drives 
from twenty-nine centres, chosen to cover the country as 
a whole, are described, and there is also a descriptive 
article with regional sketch maps on “ Touring in Scot- 
land.” Sections of the book are devoted to mountaineer- 
ing, angling, and shooting, and miscellaneous information 
is to be found on steamship communications, ferries, and 
highland clans and lowland families. Finally there are 
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excellent road maps in full colour on a scale of twelve 
miles to the inch. Altogether a volume which no serious 
motorist in Scotland can afford to be without. Its price 
to members of the A.A. is 8s. 6d. 


It is an act of piety on the part of Dr. Louis Sauvé— 
himself a hero-worshipper—to save Le Docteur Récamier 
(1774-1852) from the oblivion into which he was fast 
sinking. Récamier in his day was a great figure in 
French medicine as a physician, surgeon, and gynae- 
cologist. He was among the first to remove the uterine 
cervix by means of the ligature, he invented a new form 
of speculum, and he taught that cancer was at first a 
local condition which could be cured by early operation. 
He came of old French stock. His father was notary 
royal and mayor of Rochefort. his godfather was Brillat- 
Savarin, the gourmet who wrote the Physiologie du Goiit. 
Récamier himself entered the Army of the Republic when 
the Terror was still at work. He was present at the 
siege of Lyons in 1793 and then passed into the Navy 
to fight the English in the Ca Jra. Eventually he became 
physician to the H6étel-Dieu in Paris. then surgeon to 
the charity, for the profession was not then so strictly 
separated, and he ended his life as Protessor of Medicine 
in the Royal College of France. His friends were 
numerous and included most of those who are familiar 
to us by their classical writings. This little book (Paris, 
Edition Spes, 20 frs.) is interesting to the general as well 
as to the professional reader. It gives a_ first-hand 
account of the state of affairs in France at the end of 
the eighteenth century when Récamier’s pay was three 
hundred livres a month paid in assignats worth twenty 
sous a hundred in cash. The father’s income had been 
attached, so the son had to live on his pay. Dr. Sauvé 
reproduces a portrait of Récamier in middle age. 


Scientific Contributions in) Honor of Joseph Hersey 
Pratt on his Sixty-fifth Birthday is ypublished at 7 dollars 
by the Lancaster Press Incorporated of Lancaster, Penn- 
sylvania. A hundred and thirteen colleagues, former 
pupils and friends of Dr. J. H. Pratt of Boston, under 
the leadership of Dr. Richard C. Cabot, pay this tribute 
to one who has done such notable service to the sick 
poor in such an effective and warm-hearted manner. Dr. 
Cabot writes enthusiastically of “Joe Pratt.” the pupil 
of Osler and Welch at the Johns Hopkins, who, thus 
inspired, has been able to prove that “scientific fervor 
and delight can be maintained at white heat in the cool 
climate of Boston for forty years.” More than thirty 
years ago he instituted his “class method” of helping 
tuberculous poor patients to get well in Boston, and 
obtained as good results as those. at Saranac Lake and 
other first-class sanatoria; another psychological but 
similar method of helping the sick poor, “the thought- 
control class,” has also been strikingly successful. Most 
of the articles here brought together have already 
appeared in the Annals of Internal Medicine, and cover a 
wide field. For example. Sir Arthur Hurst writes on 
“alcoholic gastritis, 1833 and 1937.°> and Dr. G. C. 
Shattuck, a well-known Boston name, describes the 
“incidence, type, and probable cause of anemia in the 
highlands of Guatemala.” It is interesting to hear that 
a hundred-bedded Joseph H. Pratt Diagnostic Hospital is 
to be constructed in honour of this famous physician. 


The first volume of the first series of the New Inter- 
national Clinics (Philadelphia, Montreal, New York: J. B. 
Lippincott Co. : 4 vols. 50s.) appears under the editorship 
of Dr. GEORGE Morris professor of medicine 
at the Graduate School of Medicine, University of Penn- 
sylvania, and differs externally from the old series by 
appearing in a blue binding with a green label. The 
Volume contains seventeen original articles, eight clinical 
lectures on a great variety of subjects, and a review of 
recent contributions to the subject of biliary stasis and 
decompression. 


Preparations and Appliances 


X-RAY SCREENING STAND FOR GENERAL 
PRACTICE 


Dr. DouGLAs GorbDon (Richmond) writes: 


Radiology is not yet practised as generally as it is abroad 
and in the dental profession, but with the introduction of 
shock-free apparatus it appears likely that the next decade 
will show a considerable increase of general practitioners 
with installations. However, even a shock-free, self-protected 
x-ray tube is not as safe as it sounds if used for screening 
chests. I myself suffered from a sudden attack of alopecia 
within a few weeks of installing an x-ray apparatus. A com- 
plete cure was effected by constructing the screening-stand 
here illustrated. 


The stand has the great merit that when not in use it 
occupies practically no space at all owing to the employment 
of a chair to keep it vertical and of wheels to permit of easy 
movement. <A 15-inch by 12-inch Levy-West screen, with 
10 mm. lead glass, slides in grooves in the two upright 
members, and is capable of adjustment, as is a small panel 
of wood and lead which lies below it in the grooves. The 
vertical members are drilled and a brass rod passing through 
them retains both screen and panel. Wheels are fitted at the 
bottom of the vertical members and strips of wood fix them 
to the back of the chair so that the chair legs prevent the 
stand being moved when in use, but a slight tilt enables it 
to be wheeled about easily. Protection is completed by a 
lead apron fixed to the vertical members from the level of 
the top of the back of the chair down to within a few inches 
of the floor. and laterally by four hinged flaps of lead and 
wood, as seen in the illustrations. The two upper serve the 
double purpose of protecting the observer from x rays and, 
when shut, of protecting the screen from sunlight. The lower 
flaps fold back on double hinges when not in use. The range 
of adjustment available suffices for all chests, and a suitable 
stool or box for the patient to stand on permits screening of 
the abdomen. Omitting the cost of the Levy-West screen and 
of the chair the whole apparatus was constructed for less 
than £2. 


APPLE DIETARY 


* Aplona ~ (Messrs. Coaies and Cooper) is a Gernian dietetic 
preparation made from apples. It contains fruit acids, 
tannins, cellulose, and pectine. Clinical reports show that it 
is valuable in the treatment of diarrhoea, both in children 
and adults. 
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NOVA ET VETERA 


Nova et Vetera 


ST. HELENA AND ITS HISTORY 


In St. Helena 1502-1938 Dr. Philip Gosse has produced 
not only an important historical work but also a vivid 
and interesting narrative of the island’s chequered story.' 
To the great majority St. Helena is known solely as the 
place of Napoleon's second captivity, and previous writers 
have devoted themselves almost entirely to the last days 
of the illustrious exile. Dr. Gosse, however, has wisely 
refrained from allowing any undue concentration upon 
this over-written period to upset the careful chronological 
balance of his book. This is to be commended, for both 
the romantic early history of the island and the reasoned 
and sympathetic survey of the deplorable conditions exist- 
ing at the present day are more worthy of the reader's 
attention. 

An uninhabited island, St. Helena was first discovered 
by the Portuguese admiral, da Nova, in 1502, and for 
eighty-six years, realizing its great importance as a calling 
station for their homeward-bound argosies from the East, 
the Portuguese succeeded in keeping the discovery to them- 
selves. Then the English and Dutch came upon the scene, 
and there followed a period of sea-fights and assaults, ot 
which Dr. Gosse, with his wide knowledge of the old sea- 
rovers, is well fitted to write. Turbulent, too, was the 
internal history of the island, disturbed by frequent 
mutinies, and marred by the cruel treatment of the black 
slaves who had been imported, under the auspices of the 
East India Company, to furnish labour for the plantations 
and farms. The East India Company, nevertheless, was 
lavish in its expenditure upon this vital link in its sea 
communications, and the transference of administration to 
the Crown in 1833 dealt a sad blow to the island's pros- 
perity. The opening of the Suez Canal and the gradual 
disappearance of sailing ships sounded the knell of St. 
Helena’s former glories, and the island is to-day im- 
poverished and neglected. 

Dr. Gosse has supplemented his text with nine most 
interesting appendices, one of which contains a complete 
list of Governors from 1657 to the present day. Among 
these is Dr. W. J. J. Arnold, colonial surgeon, who was 
acting Governor in 1911 and in 1924. So beloved was 
Dr. Arnold by the community, to which he devoted the 
best years of life, that a monument was erected to his 
memory, bearing the inscription, “ The best friend St. 
Helena ever had.” This book, written with scrupulous 
accuracy and at the same time with sympathy and humour, 
may deservedly be regarded as the standard work on 


St. Helena. The illustrations are numerous and well 


chosen. 


FRANCESCO ANTOMMARCHI, 1789-1838 


Of all the petty men who walked under the huge legs of 
the Colossus Napoleon one of the strangest and least 
attractive was his compatriot Dr. Francesco Antommarchi, 
the centenary of whose death occurs this year. Sir Arthur 
Keith has called him the Malvolio of the drama of St. 
Helena. Born at Morsiglia, in Corsica, he studied medicine 
at Pisa and Florence, and in 1812 became prosector to Paolo 
Mascagni (died 1815), whose beautiful illustrations for an 
anatomic atlas were entrusted to him for publication. 
These he began issuing in 1819 (** Prodromo della grande 
anatomia ’), but his methods were so questionable that 
Mascagni’s family soon chose other editors. 

When Napoleon’s Irish physician Barry O*Meara was 
sent home on July 25, 1818, Antommarchi, at the request 
of the Emperor’s mother and of her brother, Cardinal 


- > §t. Helena 1502-1938. By Philip Gosse. (Pp. 448; 33 figures. 
18s. net.) London: Cassell and Co. 1938. 
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Joseph Fesch, went to St. Helena in 1819. He was then 
but 30 years old. Though a skilled anatomist and patho- 
logist, he was an inexperienced and incompetent physi- 
cian—excitable, unbalanced, vain, pretentious, and greedy, 
Towards the sufferings of his patient he was scarcely 
sympathetic, believing them to be simulated for political 
ends. Napoleon's dread of having inherited cancer from 
his father, who died at the age of 39, Antommarchi tried 
to quiei by asserting that cancer was not inheritable. The 
patient frequently tried to get rid of his doctor, saying: 
“IT would give him my horse to dissect, but I would not 
trust him with the cure of my own foot.” Though he 
performed the post-mortem examination, Antommarchi 
refused to sign the official report. He is suspected by Sir 
Arthur Keith of having abstracted the portions of Napoleon's 
intestine which are preserved in the Museum of the 
Royal College of Surgeons (British Medical Journal, 1913, 
1, 53-59), 
A Spurious Attribution 


Antommarchi’s name is illegitimately linked with the 
so-called Antommarchi death-mask of Napoleon, which 
was really the work of Dr. Francis Burton, surgeon to 
the 66th Regiment of Foot, the face part of the mould 
having been stolen by the Corsican. In 1825 Antommarchi 
published his worthless and mendacious book Derniers 
Moments de Napoléon, in which he gave a_ fabricated 
account of how he had moulded the mask. Very provi- 
dentially for his rival, Burton died of pulmonary apoplexy 
in 1828, when Antommarchi decided that the time was 
now ripe for reproducing the mask and placing casts 
upon the market for sale. On July 15, 1833, he issued 
a prospectus and invited subscriptions. Though the mask 
was exquisitely beautiful—in its youthfulness it recalled 
the First Consul rather than the Emperor—with its re- 
ceding and narrowing forehead and commonplace skull, 
it was so unlike his conventional head that the response 
was most disappointing. In disgust Antommarchi retired 
to Cuba and died at Santiago at the age of 49. His fraud 
was publicly exposed at Dublin in 1835 by Robert James 
Graves (of Graves’s disease fame), a cousin of Burton, 
some of whose papers he had inherited, and Burton’s 
claim was resurrected in 1900 by Lord Rosebery in his 
book, Napoleon: The Last Phase. The story of the 
death-mask was told convincingly with the aid of original 
documents by G. L. de St. M. Watson in 1915. Though 
Heine calls him an evangelist of the worldly saviour, 
Antommarchi seems to have had scant regard for historical 
accuracy and truth. It was he who invented the theatrical 
tale—repeated to this day—that when Napoleon lay dying 
a violent tempest was raging over the island, tearing up 
every tree which the exiled Emperor had cherished. 

W.R.B. 


While a medical student at the University of Géttingen 
Arthur Schopenhauer. who was born 150 years ago. con- 
tracted syphilis, which was treated with huge doses of mercury, 
so popular at that time. The accompanying wretchedness of 
salivation, depression, and internal pain were responsible for 
his lifelong syphilophobia, and out of his hatred of women— 
under-sized, short-legged, long-haired creatures whose sole 
purpose in the world was to spread syphilis—grew_ his 
philosophy of pessimism. In commemoration of this anni- 
versary Danzig, his native city, has recently issued a set of 


. three stamps bearing his likeness. 


Sir Walter Farquhar, Bt., M.D., who was born in Scotland 

200 years ago, served as army surgeon under Lord Howe, 
commander-in-chief of the British Army in the American 
Revolution, and was present at the siege of Belleisle in 176l. 
On his return to England he started practice as an apothecary, 
was created baronet in 1796, and shortly afterwards became 
physician-in-ordinary to the Prince of Wales. He died oo 
March 30, 1819. 
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NATIONAL INSURANCE IN AUSTRALIA 


NATIONAL INSURANCE IN AUSTRALIA 


In the Journal of June Il last (p. 1279) the pro- 
visions of the Bill for National Insurance and 
Pensions in Australia were described. The Bill 
had then received its second reading in the Federal 
House of Representatives. Its subsequent course 
has not been altogether a smooth one. Within 
the House the Labour Party put up a dogged 
opposition mainly on the ground that any such 
scheme should be non-contributory, while, on the 
other hand, certain of the Government’s own 
followers, especially a section of the Country Party, 
pressed for various extensions of its proposals 
so that some farmers and employers with small 
incomes, as well as the dependants of insured 
persons, should be provided for. Outside Parlia- 
ment the friendly societies, fearing that the Bill 
might affect adversely their present position, 
expressed their dissatisfaction, and the general 
body of the medical profession attacked a number 
of its proposals in no uncertain way. It was only 
by the firmness of the Prime Minister and by the 
application of the “guillotine that the third 
reading was secured by a small majority. Even 
so, Mr. Lyons had to promise to appoint a Royal 
Commission to consider the capitation fee for 
medical practitioners giving service, and the inclu- 
sion of the dependants of certain classes of insured 
persons; and to consider the establishment of a 
voluntary scheme for small employers with a 
rebate of the contributions on behalf of their 
employees. The Bill went to the Senate on June 
21. and it is understood that it has now been passed 
without substantial alteration. 

The conduct of the negotiations between the 
Australian Government and the Federal Council 
of the British Medical Association on behalf of 
the medical profession in the Commonwealth has 
not been satisfactory. No doubt both the Govern- 
ment and the Federal Council were in a difficult 
position. The former, understandably, but we 
think unwisely, did not wish to make any public 
disclosure even of its main proposals until the Bill 
Was introduced into Parliament. The latter was 
thus placed in the position of negotiators who were 
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unable to assure themselves of the reaction of the 
general body of those whom they represented to 
important points which they were prohibited from 
disclosing during a vital period. 

Observations on the position, especially as 
regards details, made under the handicaps of 
distance and of time, must necessarily be guarded. 
It is possible that there are factors as to which full 
information has not been forthcoming: but criti- 
cisms made as the result of actual experience may 
be helpful. There is no doubt that a considerable 
number of members of the medical profession in 
Australia regard any scheme of national health 
insurance as unnecessary and as likely to be 
injurious to professional work and _ traditions. 
Such an attitude, comparable to that taken up by 
many in Great Britain a quarter of a century ago, 
is mainly due to misunderstanding as to the nature 
and effects of such a scheme in actual working. 
These have proved to be not unsatisfactory in this 
country ; and there is no reason to suppose that 
in Australia, if regard is had to that twenty-five 
years’ experience and to its application to condi- 
tions in some respects different, a similar scheme 
will be a social measure other than beneficial alike 
to the profession and to insured persons. Further, 
if uniformly administered throughout the Common- 
wealth, it would seem to offer the best means of 
relieving the profession and the people of Queens- 
land and of Tasmania from the worst effects of the 
attitude of the Governments of those States to the 
medical profession. In any case, the Australian 
Government is redeeming promises definitely made 
during an election from which it emerged with 
success. 

The chief differences between the Government 
and the medical profession now appear to be with 
regard to the capitation fee and mileage, and to the 
content of the service. It would seem that in the 
original negotiations the “decisions arrived at” 
were “ that the capitation fee for a general practi- 
tioner service. excluding treatment in respect of a 
confinement and treatment of an insured person 
who becomes entitled to the benefits of any Com- 
monwealth or State Workers’ Compensation Act 
or Seamen’s Compensation Act. and excluding 
major operations and inhalant anaesthetics, be 
eleven shillings.” and “that mileage be payable 
at the rate of two shillings a mile one way beyond 
three miles” with an increased rate for areas of 
special difficulty. The present demands of the 
profession are that the capitation fee shall be 
fourteen shillings with a 25 per cent. increase “ for 
country areas”; that mileage shall be 2s. 6d. a 
mile beyond two miles, sixpence of this to be 
payable by the patient; that there should be an 
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extra 2s. 6d. fee payable by the patient for calls 
between 8 p.m. and 8 a.m.; that, in addition to 
the administration of general anaesthetics, the 
following should be excluded from the service— 
attendance for acute alcoholism and _ acute 
venereal disease, attendance for miscarriages and 
abortions and premature births, and attendance for 
“the more difficult and complicated fractures and 
dislocations.” 

A capitation fee of eleven shillings, having regard 
to differences of exchange, cost of living, and other 
conditions of practice, must be regarded as 
entirely inadequate. A case put forward to the 
Commission now promised by the Government 
should certainly be successful in securing a sub- 
stantial increase upon this. It must be remembered 
that when the lower amount was decided upon 
medical attendance on workmen’s compensation 
cases was to be excluded from the service. 
Experience here shows that it would be both un- 
desirable and very difficult to exclude this, but 
that the amount of such attendance is considerable ; 
and the Commonwealth Government should surely 
recognize that, if it is not now to be excluded, 
this in itself constitutes a reason for a higher fee. 
Experience tends to show also that it would be 
unwise and inconvenient to exclude acute alcoholic 
and acute venereal cases from the contract, and the 
same applies to miscarriages and abortions, though 
perhaps less emphatically ; but of course the work 
entailed by these troublesome cases should be 
reflected in the capitation fee. With regard to 
major fractures and dislocations, it may be that 
they are excluded as requiring, except for emer- 
gency treatment, specialist skill. On the other 
hand there is much to be said, in the conditions of 
Australia, for a higher mileage fee and for a modest 
fee for night calls, some portion of which, in both 
cases, should be a liability on the patient. It may 
be suggested, however, that the practitioner should 
be paid these fees not by the patient but from the 
insurance fund, that fund obtaining payments into 


the fund by the insured person. 


Proper pressure on the Government on these 
points with regard to capitation fee, mileage, and 
night calls, with the presentation of a well-prepared 
case to the proposed Royal Commission, is called 
for, and it is to be hoped that the profession in 
Australia will be united in presenting reasonable 
demands upon such points as these. The principle 
upon which the whole matter should be based is 
that the profession should offer not an unduly 
restricted service but a full and efficient service, 
and that the Government in return for this should 
guarantee such remuneration as will encourage and 
suitably reward good work and great responsibility. 
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THE VOLUNTARY SYSTEM IN FIGURES 


The voluntary hospitals are a long time dying. 
It might be argued that they are no longer voluntary 
in the sense of the words which are still to be seen 
over the entrances of many of them-—“ Supported 
by voluntary contributions ”—for voluntary gifts in 
the shape of subscriptions, donations, congrega- 
tional offertories, even including workmen’s contri- 
butions, Hospital Saturday funds, and contributory 
schemes, amount in all to much less than half the 
income available for maintenance. -But as Mr. 
R. H. P. Orde, editor of The Hospitals Y ear-Book,' 
points out in a foreword to the new edition, the 
reference to voluntary contributions has largely 
obscured the picture. The really important 
characteristics of the voluntary system are not the 
sources of income but the absence of statutory 
control and of the desire to make any profit, out of 
the treatment of the sick. 

With that definition in mind it is worth while 
examining some of the massive statistics presented 
in the yearbook. They relate to 1936, the last year 
for which complete figures are available. During 
that year 1,378,050 patients were treated in the 
wards of the voluntary hospitals of Great Britain 
and Ireland, and 6,216,497 in their out-patient 
departments. These figures show increases over 
the previous year of 52,614 in-patients and 272,544 
out-patients. The growth of the out-patient 
department catches the eye everywhere in the pro- 
cession of statistics. In the London hospitals alone 
the number of new out-patients in the year was 
just upon two millions, an increase of 80,000 on 
the year before. At the twelve London hospitals 
associated with medical schools the new out- 
patients numbered well over three-quarters of a 
million. At two of them (the London and St. 
Thomas’s) the number in each case was over 
100.000. At this rate the out-patient clinics will 
vie with the cinema as the place of resort for the 
British people. The same story is repeated at the 
special hospitals. At the four large ophthalmic 
hospitals in London, for example, the new out- 
patients numbered 72,000. The cost of out- 
patients is rather difficult to assess, and the dis- 
parity of some of the figures in the analyses suggests 
that different methods are taken by different hos- 


_ pitals. At the Birmingham General Hospital, for 


example, the remarkable figure of 6s. 8d. is 
returned as the cost per out-patient attendance, 
but in general at the provincial teaching hospitals 
the figure works out at something over one shilling, 
and at the London teaching hospitals it averages 
just over two shillings. 


The Hospitals Year-Book, 1938. (Central Bureau of Hospital 
Information, 12, Grosvenor Crescent, S.W.1.) 
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THE VOLUNTARY SYSTEM IN FIGURES 


An interesting section of the report this year 
deals with hospital nurses. In the London hos- 
pitals associated with medical schools the number 
of beds per member of nursing staff varies from 
2.46 at St. Mary’s to 1.34 at Guy’s, and at similar 
hospitals elsewhere in the country from 3.05 at 
Aberdeen Royal Infirmary to 1.97 at Adden- 
brooke’s Hospital, Cambridge. Very few hospitals, 
whatever their size, have more than four beds per 
member of nursing staff. The average for the 
800 hospitals furnishing complete particulars on 
this point is 2.36 in the case of the general hospitals 
and 2.84 in the case of the special, the special in- 
cluding such places as the spa hospitals, where 
the number of beds per nurse may be from ten to 
fifteen. On a summary of information from a 
number of large provincial hospitals the number of 
hours’ duty per week for the day staff (excluding 
times taken for meals) is about fifty-five, and for 
the night staff very generally over sixty. Typical 
salaries for matrons of large provincial hospitals 
are £400, for ward sisters £90-£150, for staff nurses 
£60-£80, and for fourth-year probationers £40. 

The financial position of the voluntary hospitals 
in 1936 may be summarized by saying that they 
received £17,680,000 spent £17.167,000. 
Returning prosperity to the nation brought the 
hospitals a welcome increase in voluntary gifts. 
the total of which was £6,071 ,000. a gain of not far 
short of £300,000 on the year.. The only diminu- 
tion was in Scotland. But the cost of running 
hospitals is generally rising, reflecting the rising 


_ price level, and the fear of a deficit is ever present 


in the minds of hospital managers. An_ inde- 
pendent view of the whole situation was put 
forward the other day by Professor Ernest Barker. 
who holds the chair of political science at Cam- 
bridge. .in an address to the British Hospitals 
Association on “The State and the Voluntary 
Hospitals." The deficits of the hospitals, said 
Professor Barker, were in no sense the result of 
bad management. Hospitals had developed into 
organized co-operative concerns, and their problem 
now was how to meet their deficits. “ The method 
of setting wards aside for paying patients might 
vitally affect the very essence of the voluntary 
hospital and turn it into a quasi-commercial 
nursing home. The only solution now is the way 
which adds State charity to the resources and 
achievements of private charity. When the com- 
munity gives, as well as private persons, it makes 
a fairer and more equitable world.” In answer to 
the question how aid should be given by the State, 
Professor Barker put forward the analogy of 
universities. The University Grants Committee 


* Times, May 27, 1938, 
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receives an annual Parliamentary grant of some 
£2,000,000 and distributes this among the univer- 
sities, attaching no specific conditions. “A 
Hospital Grants Committee might receive an annual 
Parliamentary grant; and probably a system of 
regional hospital councils, acting on behalf of the 
committee in the same way as the central federal 
authority of the University of London acts on 
behalf of the University Grants Committee. might 
be a further necessity.” He claimed that this idea 
was in tune with the general English way of doing 
things. So far from defeating self-help or 
drying up the springs of private charity, it was 
likely to stimulate and increase them. ‘ The 
grants made by the State to universities have not 
diminished the private support and the private 
endowment of universities. The plan is an 
economic one, and a good and valid alternative 
to the other and far more costly method -to which 
we might otherwise be driven—the method by 
which the State, owing to the failure of unassisted 
voluntary effort to face the gigantic task of main- 
taining voluntary hospitals, would be forced to 
take them over and to run them at a far greater 
cost.” 


THE CYCLOTRON 


Scientific progress depends no less upon the production 
of new research tools than upon new ways of thinking, 
and th. cyclotron in this respect bids fair to rank with 
the x-ray tube, the microscope, and the magnet. Its 
inventor, Professor E. O. Lawrence, wished to produce 
high-speed ions of sufficient energy to penetrate and 
disrupt atomic nuclei. Tons can be accelerated by the 
application of an electromotive force, and a variety of 
apparatuses have been made—for example, the impulse 
generator or the high-voltage x-ray tube--in which 
about a million volts can be applied to the ion source. 
Difficulties of insulation at present stand in the way 
of further development of such apparatus, and Lawrence 
therefore thought of repeatedly accelerating the ions 
by the successive applications of a voltage of the rela- 
tively low order of about 40,000 volts. An ion can be 
made to traverse a circular path by the application of 
a magnetic field at right angles to the plane of the 
circle, and the angular velocity of such a moving ion 
is constant. If now the linear velocity of the ion is 
increased by the application of a voltage in the plane 
of the circle the ion will travel in a larger circle, and 
by repeated accelerations its path becomes an ever- 
widening flat spiral. In the cyclotron the ions formed 
near the centre point between two semicircular hollow 
electrodes spiral around from within one electrode to 
within the other, under the combined influence of a 
high-frequency oscillating field between the electrodes 
and a magnetic field perpendicular to the plane of the 
electrodes. The frequency of the oscillations and the 
strength of the magnetic field are so adjusted that the 
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THE CYCLOTRON 


Tue BritisH 
MEDICAL JOURNAL 


ions remain in resonance with the oscillator, and after 
perhaps a hundred revolutions the spiral has opened 
up to the limit permitted by the size of the accelerating 
electrodes, and the ions are drawn off their track by 
about 40,000 volts applied to a deflecting electrode. 


- They then strike a beryllium target with an energy 


approaching six million volts, or they may pass through 
a very thin platinum window into the air. The ions 
used are as a rule those of heavy hydrogen (deuterons) ; 
the cyclotron in steady operation gives 7 micro-amperes 
of 5-million-volt deuterons, and the neutron emission 
from a beryllium target bombarded by this deuteron 
beam is equivalent to that which might be produced 
by something over 50 kg. of radium in a beryllium 
mixture. There are two cyclotrons at present in course 
of construction in this country (for Cambridge and 
Liverpool), and one is also in process of installation 
at McGill University. The latter has been made the 
occasion by J. S. Foster for a paper’ showing the con- 
tacts of the cyclotron with x-ray and radium therapy. 
The cyclotron makes available a variety of high-speed 
particles which are not emitted by radio-active sub- 
stances found in nature—protons, deuterons, neutrons 
—as well as producing particles which also occur 
naturally (for example, alpha particles) in considerably 
greater number than from a radium source of average 
size. Such high-speed particles may be used directly 
for therapeutic purposes (a beginning has already been 
made with electrons and neutrons), or they may be 
used to produce artificially radio-active substances. 
In a day’s bombardment of sodium metal with deuterons 
an amount of radio-sodium having a gamma-ray activity 
equivalent to 200 mg. of radium is produced ; the end- 
product of radio-sodium is magnesium, and there are 
a number of artificial radio-active elements which 
similarly lead to harmless end-products. It is there- 
fore possible to inject such radio-active elements into 
the blood stream, and J. C. Hamilton and R. S. Stone* 
have already administered radio-sodium intravenously 
in the treatment of leukaemia. Lawrence has himself 
obtained good results up to date in a case of myeloid 
leukaemia treated by radio-phosphorus. When in- 
jected into the body phosphorus is to a large extent 
selectively absorbed into bony tissue: it is clear, then, 
that radio-phosphorus will be brought into close 
proximity to the proliferating elements of bone marrow, 
and its use in the treatment of leukaemia should 
supersede that of radio-sodium. There are now more 
radio-active nuclei known than stable ones, so that 
the selective absorption of different elements by different 
tissues opens up wide therapeutic possibilities. As 
Professor John Beattie pointed out in his first Arris 
and Gale Lecture last week, the discovery of such a 
selective element for cancer tissue would place a power- 
ful therapeutic agent in our hands. The introduction 
of radio-active compounds into an organism also makes 
manifest the movement and disposal of the element 
concerned, so that the use of radio-active indica- 
tors is likely to prove of great value in biochemical 
research. 


2 Canad. med. Ass. J., 1938, 38, 222. 
* Radiology, 1937, 28, 178. 


MILK AND NUTRITION 


The first report of the Milk Nutrition Committee, which 
was published some months ago, dealt with the results of 
experiments carried out on rats at the National Institute 
for Research in Dairying at Reading and at the Rowett 
Institute, Aberdeen. Careful comparisons were made 
between raw and holder-pasteurized milk, and the con- 
clusion was drawn that the total nutritive value of milk 
for rats was not significantly diminished by this type 
of heat treatment. The second volume,’ now published 
by the committee, records a series of observations on 
the effects of adding milk to the dietary of school 
children. The observations were carried out on an 
extensive scale in five different areas—Luton, Wolver- 
hampton, Burton-on-Trent, Renfrewshire, and Hudders- 
field. In each area the children were divided into four 
groups. Group | received biscuit with a calorie value 
of 52 ; Group 2 received one-third of a pint of pasteur- 
ized milk ; Group 3, two-thirds of a pint of pasteurized 
milk ; and Group 4, two-thirds of a pint of raw milk. 
In any one area the raw and pasteurized milk came 
from the same source of supply. The total number 
of children, who were between 5 and 14 years of age, 
amounted to 2,000 in each group. The experiment 
was conducted over a complete school year. Assess- 
ment of the state of nutrition was made by physical 
measurements, clinical examination, and certain func- 
tional tests, the children being examined at three- 
monthly intervals. The data have not yet been 
completely analysed, and the present report refers 
mainly to the increases in height and weight of 6.099 
children who attended school regularly and were present 
at all four medical examinations. The general results 
showed that children on a milk supplement increased 
both in height and weight to a greater extent than 
children in the control group on the biscuit supplement, 
and that the children given two-thirds of a pint of milk 
reacted more favourably than those given only one- 
third of a pint. The absolute differences, however, 
between the average increment of height and weight 
of the groups given milk and the control group on biscuit 
were very small. Comparing, for example, the extreme 
groups—namely, those on biscuit and those on two- 
thirds of a pint of milk—they did not amount to more 
than 0.1 inch in height during the year or to more 
than two-thirds of a pound to one pound in weight. 
The reasons for this are not known with certainty, but 
it is thought that the total quantity of milk given as 
a supplement was too small to produce any considerable 
increase in growth. It may be noted, too, that no 
control was exercised over the dietary of the children 
in their homes, and there is some reason to suspect 
that children receiving biscuit in school may have 


‘received extra milk at home, and that children receiving 


milk in school may have had their home ration of 
milk reduced. Particular interest attaches to the be- 
haviour of the children on two-thirds of a pint of raw 
and those on two-thirds of a pint of pasteurized milk. 


> Milk and Nutrition. Part Hl. The Effects of Dietary Supple- 
ments of Pasteurized and Raw Milk on the Growth and Health of 
School Children. National Institute for Research in Dairying, 
Shenfrld, Reading. Price 1s. 9d., post free. 


I 
il 
a 
e 
n 
e 
SI 
a 
Vi 
W 
of 
p! 
vc 
by 
ha 
pl 
pr 
as 
tal 
mi 
m: 
his 
. ne 
up 

in 
th 
ex, 
its 
tin 
ap) 
Th 
gal 

of 
Wa 

of 

its 
cor 
lati 
tee 
ani 
she 
nes 
tha 
inn 
tior 


ich 
of 
‘ute 
vett 
ade 
on- 
nilk 
ype 
hed 
on 
1001 
an 
ver- 
ers- 
four 
alue 
eur- 
ized 
ilk. 
ame 
iber 
age, 
nent 
sical 
unc- 
\ree- 
peen 
fers 
099 
‘sent 
sults 
ased 
than 
rent, 
milk 
one- 
ever, 
scuit 
reme 
two- 
more 
nore 
‘ight. 
, but 
n as 
rable 
t no 
spect 
have 
iving 
n of 
> be- 
raw 
milk. 


upple- 
lth of 
irying, 


Jury 2, 1938 


In the different age, sex, and place groups the reaction 
of the children varied, but taking all groups together 
no significant differences in either height or weight 
increase could be shown between the children on raw 
and those on pasteurized milk. It is pointed out that 
the absolute increases were so small that a real differ- 
ence in the nutritional value of raw and pasteurized 
milk may possibly have been obscured. No definite 
evidence, however, was obtained to suggest the occur- 
rence of this possibility. The findings, in fact, are 
similar to those which have emerged from a number 
of experiments in recent years on both rats and calves, 
and add further support to the conclusion that holder 
pasteurization has no significant effect on the nutritional 
value of cow’s milk for the human subject. 


VIEW-DAY AT THE N.P.L. 


What is known as the annual inspection of the National 
Physical Laboratory occurred on June 28, when 
Visitors were received by Sir William Bragg, President 
of the Royal Society, and by his son, Dr. W. L. Bragg, 
who is director of the Laboratory. The reception took 
place in the immense hall which houses the million- 
volt electrical plant. The journalists present, before 
being taken on a Press tour of the many buildings in 
which the work of the Laboratory is carried out, were 
handed two documents, one prepared for the popular 
press and the other for the technical. As the one 
prepared for the popular press contained such terms 
as audio-frequency modulations,” iron-cored induc- 
tances,” and rotating-coil direction-finders the ter- 
minology of the one prepared for the technical press 
may be left to the imagination. The fact is that such 
highly specialized work as is done at Teddington can 
never be popularly described. It uses and depends 
upon a language which is foreign not only to the man 
in the street but also to workers in scientific fields other 
than physics. Science can never really come down and 
explain itself in simple gospel: those who would learn 
its language must first learn its grammar. At the same 
time there was a great deal on view which, in its 
applications if not in its process, was of general interest. 
The Laboratory is at present carrying out many investi- 
gations on noise, in particular the noise of aircraft and 
of tube trains. It has also put up a special double- 
walled building to determine the causes and the nature 
of the noise made by motor-cycles with a view to 
its analysis and reduciion. Another interesting exhibit 
concerned tooth structure. Knowledge ts still accumu- 
lating about the structure of both diseased and sound 
teeth. Photomicrography, radiography, and crystal 
analysis are all pressed into this service. The exhibits 
showed how the enamel, perhaps a millimetre in thick- 
ness, has an outer layer which is more highly calcified 
than the remainder, with less calcified regions at the 
inner and outer boundaries of the dentine. The orienta- 
tion of the constituent crystals, which are accessible 
only to x-ray analysis, was demonstrated. The testing 
of radium at the Laboratory was, as always, of interest, 
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also the testing of clinical thermometers, to the number 
of some 1,400 daily. One of the pieces of work which 
attracted most attention has been done for the Meteoro- 
logical Office, and takes the form of a short-wave radio- 
transmitter which is sent up in a small balloon. The 
changes of pressure and temperature which it encounters 
in the upper atmosphere are indicated by changes of 
frequency in its continuous transmission, and these 
indications are received and measured on the ground. 
Not only so, but a parachute is attached to the 
apparatus, so that when the flight is ended by the 
bursting of the balloon the transmitter is retrieved, 
generally undamaged. Heights up to nine miles have 
been reached with good reception throughout. It has 
always been a matter for surprise that meteorology does 
not seem to advance to the same extent as other physical 
sciences. As it is we are still at the mercy of the 
weather, and we cannot even forecast its changes with 
absolute accuracy. Perhaps the meteorological balloon 
with the short-wave radio-transmitter will usher in a 
new era; but for the time being a cautionary note has 
to be put in the programme, that the demonstration 
of the balloons must be subject to weather conditions. 


THE PREVENTION OF INDUSTRIAL 
EYE INJURIES 


An exhibition designed to call attention to the need 
and possibility of prevention of industrial eye injuries 
was recently arranged at the Royal Eye Hospital in 
Southwark. Part of the exhidition was staged only for 
a day or two, but another part is intended to be per- 
manent and to form at the hospital a museum of pro- 
tective devices and graphic instruction. The need for 
caution is brought home by posters and admirable 
photographic enlargements; the different kinds of 
goggles used in grinding, riveting, welding, and other 
occupations, also the anti-glare and anti-dust goggles 
used by air pilots, are shown, and finally the safety 
measures adopted in well-known factories, gasworks, 
and transport undertakings are presented. The pur- 
pose is to bring home to the public. especially the 
industrial worker, the risk of eye injury which many 
operations entail and the simplicity of the means of 
protection—such as goggles or safety screens—which 
may be employed. An admirable film by Kodak Ltd. 
has been prepared with the same object in view, and 
was shown at the opening of the exhibition. It was 
made in the wards of the hospital and in adjacent 
factories. It represents a workman who is supposed to 
have sustained an eye injury through the neglect of a 
simple precaution, and who is taken to the Royal Eye 
Hospital, examined by the surgeon, and has a splinter 
removed from his eye by a giant magnet. Mr. J. 
Minton of the hospital staff. to whom much of this 
enterprise is due, before showing the film remarked on 
the thousands of preventable accidents every year, the 
large economic loss, and the fact that in many cases 
partial or complete blindness resulted. The new Factory 
Act, he said, will assist the c~npulsory use of goggles 
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and other protective appliances, but only a long and 
continuous campaign of education of workmen will 
bring about a real diminution of these injuries. Another 
task to which the hospital is setting itself is the re- 
education of the workman who has lost an eye. A 
re-education clinic is to be established, so that the 
workman can be taught to adjust himself to his new 
visual perceptions and to estimate distances and heights 
and depths. The Earl of Athlone opened the exhibi- 
tion, and in asking him to perform the ceremony Mr. 
L. V. Cargill, chairman of the hospital, said that the 
number of industrial eye accidents to which the hospital 
had to attend reached 7,700 in 1937. Accordingly an 
Industrial Eye Injuries Committee had been set up, 
and one of its first efforts was this exhibition, which 
was intended to bring home to employers and work- 
people in the area of the hospital in South London the 
usefulness of safety devices. The staff of the hospital 
are to be congratulated on the active steps they have 
taken. Eye hospitals in other localities might follow 
the example set. 


LONDON EMERGENCY BED SERVICE 


The object of the Voluntary Hospitals Emergency Bed 
Service, as fully explained in two recent issues of this 
Journal,’ is to facilitate the admission to voluntary hos- 
pitals of emergency and acute cases to the mutual advan- 
tage of the patient, the doctor, and the hospital. Nearly 
every voluntary hospital within eleven miles of St. Paul's 
Cathedral is co-operating. When a medical man has 
an emergency or acute case which he wishes admitted 
to a voluntary hospital he should ring this service (tele- 
phone, Metropolitan 8781). He will then be asked to 
give his name and telephone number, the patient’s name, 
age, and sex, and the diagnosis. If he then states to 
which hospital he wishes the patient admitted the 
operator will tell him whether there is a bed vacant, 
and if there is will book it for him. If there is not he 
will be asked to state his next preference, and so on 
until his requirement is met. By this means the practi- 
tioner can ascertain whether there is a free bed at any 
or all of the hospitals which he may think suitable for 
his patient with the least possible delay. In the case 
of certain hospitals which have undertaken to bear the 
cost of the ambulance it will be possible for the service 
to book an ambulance for him, and it is hoped to 
extend this arrangement to cover all hospitals in due 
course. The service started on June 21, and is open 
every day from 8 a.m. to 10 p.m., Sundays and holidays 
included. There is no charge, since the cost is being 
met by King Edward’s Hospital Fund for London. 
Emphasis should be laid on the point that the service 


is intended to deal with acute and emergency cases only, ~ 


and that hospitals must preserve the right to refuse 
to retain in their wards any case admitted thereto under 
this scheme which does not require immediate medical 
or surgical treatment. The office is at 10, Old Jewry, 
E.C.2, and the secretary is Mr. R. E. Peers. 


KEY TO CURRENT LITERATURE 


* British Medical Journal, June 4, p. 1221; June 18, p. 1325. 


KEY TO CURRENT MEDICAL LITERATURE 


The end of the first volume of the British Medical 
Journal for this year saw the last of the old Epitome, 
which has been a familiar feature to readers for a good 
many years. There was no doubt that the Epitome 
was widely read and also no doubt that during recent 
years it was read with a certain sense of disappoint- 
ment: it had not fulfilled the bright promise of its 
early youth. The growing volume of medical journals 
and the increase of specialism and specialties made 
it impossible to do justice to these in the limited space 
of four, or occasionally six, pages of the Journal. Nor 
was it possible to do justice to those subjects classified 
in the Epitome. The mould in which it was cast was 
too small and did not allow for expansion. In the new 
“Key to Current Literature,’ which appears for the 
first time this week, we have tried to obviate some of 
these difficulties and to make our weekly survey of 
medical journalism more comprehensive, and so, we 
hope, more valuable to both the specialist and the 
general reader. The periodicals received are arranged 
in two groups—general and special—and under the title 
of each appears a list of the original articles in it, a 
translation being given when they are in a foreign 
Janguage. Below the list of titles appear brief abstracts 
of certain selected articles. These abstracts are short 
and factual, and their purpose is to guide the reader 
to the original article itself. They are not intended 
to provide hints and tips for practice, nor to serve as 
a happy hunting ground for the writer of a short paper 
who wishes to appear learned by adding to it a long 
list of references to articles he has not read and is never 
likely to read. The new Key is, in fact, meant to be 
2 Key, and as such will, we believe, be of value to a 
wide circle of readers. 


A general meeting of Fellows of the Royal Society 
ot Medicine will be held at 1, Wimpole Street, W., on 
Tuesday, July 19, at 5.30 p.m., when the Jenner Medal 
of the Society will be presented to Sir Arthur 
Newsholme, K.C.B., M.D. 


On the afternoon of Tuesday, July 19, Queen Mary 
will open the new surgical wards and research depart- 
ment of the National Hospital for Diseases of the 
Nervous System, Queen Square, London. 


The Corporation of the City of London has appointed 
Dr. Montagu Travers Morgan as medical officer of health 
for the Port of London. Dr. Morgan graduated in 


medicine at the University of Liverpool in 1912, and is 
at present a medical officer under the Ministry of Health, 
being associated particularly with port health administra- 
tion, ships’ sanitation, and the welfare of merchant seamen. 
He was formerly county medical officer for Pembroke and 
county tuberculosis officer for Herefordshire. 


t 
a 


ointed 
health 
ed in 
and is 
lealth, 
nistra- 
‘amen. 
ce and 


Jury 2, 1938 


INJURIES IN REGION OF SHOULDER-JOINT 


Tue Britis 99 
MEDICAL JOURNAL ~ 


SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


INJURIES IN THE REGION OF THE 
SHOULDER-JOINT 


I, CAPSULE AND TENDON INJURIES 
BY 


R. WATSON-JONES, M.Ch.Orth., F.R.C.S. 


Shoulder injuries other than fractures and dislocations are 
often misunderstood and indifferently treated because 
neither the functional importance nor the vulnerability 
of the supraspinatus tendon is recognized. The majority 
of the painful shoulders of domestic life are due to minor 
injury of this tendon, and complete rupture, though rarely 
diagnosed, is a common and disabling industrial accident. 
The tendon of the supraspinatus, with that of the sub- 
scapularis and of the infraspinatus on either side, forms 
a thick continuous fibrous sheet fused with the underlying 
capsule of the shoulder-joint and separated from the 
deltoid and the acromion process by the subdeltoid bursa. 
With every abduction movement of the shoulder, particu- 
larly through the range of 60 to 120 degrees, there is 
impingement and friction of the supraspinatus tendon 
against the acromion process (Figs. la, Ib, Ic). It is to 


wN 
y 


‘due to cervical osteo-arthritis. 


Supraspinatus Tendinitis 


The symptoms are often attributed to a minor strain, 
and the patient complains of pain on the outer aspect of 
the shoulder and over the deltoid insertion. It does not 
radiate to the elbow and forearm as in brachial neuritis 
There is tenderness on 
pressure, accurately localized to one spot—the great 
tuberosity of the humerus where the supraspinatus tendon 
is inserted. Movement is not limited in any direction, but 
there is an acutely paintul arc of abduction between 
60 and 120 degrees—the range during which the tender 
area impinges against the margin of the acromion. Move- 
ment of the limb by the side is painless. When the painful 
arc is passed the tender region lies protected beneath the 
acromion and not in contact with it, and movement is 
again entirely painless. As the arm is brought down to 
the side there is once more sharp pain from 120 to 
60 degrees of abduction. Radiographic examination shows 
no abnormality. 

Dramatic results may be secured by injecting 5 to 
10 c.cm. of 2 per cent. novocain into the painful area. 
The skin is anaesthetized and the point of the needle is 
introduced into the tendon and capsule. Pain is at once 


Fics. ta, Ib, le.—In supraspinatus tendinitis, calcification, and incomplete rupture there is a painful are of abduction 


between 60 and 120 degrees, due to impingement against the acromion. 


when the arm is by the trunk or by the side of the head. 


minimize this friction that the subdeltoid bursa lies 
between the two structures. As years go on, especially 
in the case of labouring men accustomed to strenuous 
shoulder exercise, the protection of the bursa becomes 
inadequate and the constantly repeated trauma gives rise 
to degenerative changes in the tendon and capsule. The 
fibres undergo wearing and attrition—supraspinatus 
tendinitis. This degenerative process occurring in a 
relatively avascular tissue may lead to a calcareous deposit 
—supraspinatus calcification. The worn necrotic 
fibres become unusually susceptible to injury: a simple 
fall or a sudden muscular effort may cause incomplete 
or complete rupture of the supraspinatus tendon. In the 
more severe cases the tendinous and capsular degeneration 
extends to the bicipital groove and accounts for spon- 
taneous rupture of the biceps tendon. Years of latent 
tendinitis, possibly associated with a distant toxic focus, 
may be lighted up by a simple strain to culminate in an 
attack of “ periarthritis™ with periarticular adhesion 
formation, 


There is no impingement and therefore no pain 


relieved, and for the first time the patient is willing to 
move his arm freely and without caution in all directions. 
He must be warned, however, that within five or six hours, 
as the analgesia passes off, pain will recur and may be 
intensified. Morphine may be necessary. The exacerba- 
tion generally subsides within a few days, and in many 
cases the symptoms are permanently relieved. Presumably 
the infiltration of the tissues is followed by an irritative 
reaction causing swelling, which temporarily increases the 
effect of impingement against the acromion, and hyper- 
aemia, by which the degenerated avascular tendon is sub- 
sequently revascularized. If the symptoms are incom- 
pletely relieved by the injection diathermy and radiant 
heat are of value in encouraging the necessary revascular- 
ization. 


Calcification of the Supraspinatus 


The symptoms and clinical signs of supraspinatus calcifi- 
cation are identical with those of tendinitis without calci- 
fication, and the conditions are to be distinguished radio- 
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graphically. The deposit of amorphous calcium carbonate 
and phosphate is of the consistency of tooth-paste and lies 
wholly enclosed within the tendon fibres. Its volume so 
increases the degree of impingement against the acromion 
that abduction movement beyond 60 degrees may be far 
too painful to be attempted. With large deposits the 
patient sits and stands with the arm hanging from the 
shoulder, to increase as far as possible the space between 
the humerus and the acromion; the support of a sling 
may be intolerable. 


Whereas simple supraspinatus tendinitis is very common, 
tendinitis with calcification is rarely seen. The source of 
the calcareous deposit is the impairment of blood supply 
from preceding tendinitis. But the calcareous mass at 
once produces a secondary irritative hyperaemia in the 
adjacent tissues, which may not only cause spontaneous 
absorption of the calcium but also cure the underlying 
tendinitis. Small deposits should therefore be treated 
conservatively by diathermy, radiant heat, and massage. 
The limb should not be supported in an abduction frame, 
because abduction is the most painful position of the joint. 
Active exercises are encouraged as soon as possible. 


Large deposits should be removed through a two-inch 
incision. The mass is usually too inspissated for removal 
by aspiration. The deltoid is split, the subdeltoid bursa is 
incised, and a greyish-yellow mass is seen enclosed within 
the tendinous and capsular fibres. The fibres are divided 
in their long axis and the granular paste is evacuated with 
a small spoon. There is immediate and complete relief 
from the pain, and full active exercises can be practised 
at once. 


Complete Rupture of the Supraspinatus 


Although there is no doubt that the earlier degenera- 
tive changes of supraspinatus tendinitis predispose to 
rupture of the fibres, complete rupture of the supra- 
spinatus tendon usually follows a definite injury—a fall 
or a severe muscle strain—in middle-aged hard-working 
men. Occasionally it occurs as a complication of disloca- 


Fic. 2.—Active abduction by the deltoid is only possible if 
the head of the humerus is fixed by the supraspinatus. If this 
tendon is ruptured weak abduction to 60 degrees by scapular 
movement is all that is possible. 


tion of the shoulder or fracture of the upper end of the 
humerus. There should be no difficulty in establishing 
the diagnosis, for active movement of the shoulder is 
seriously restricted. The diagnostic sign is a greater limita- 
tion of active than of passive abduction in the presence 
of a normally contracting deltoid. 


The humerus cannot be abducted by the deltoid alone, 
however powerful it may be; the supraspinatus is an 
essential synergist. Like the workman’s mate who stands 
on the bottom rung of a ladder to prevent sliding while 
it is elevated to the vertical position, the supraspinatus 
must anchor the head of the humerus to the glenoid to 
provide a fulcrum from which leverage can be obtained by 
the deltoid (Fig. 2). If the supraspinatus is inactive 
strong contraction of the deltoid pushes the head of the 


humerus up towards the acromion and holds it there while 
the scapula rotates. Weak abduction to about 60 degrees 
is possible through scapular movement, but there is no true 
gleno-humeral abduction. The more the patient struggles 
to elevate the limb the more he shrugs his shoulder. 

Since the deltoid is felt strongly contracting the loss of 
active abduction cannot be due to circumflex palsy ; and 
since passive movement of the shoulder by the examiner is 
normal, or at least is possible through a further 30 or 40 
degrees, the limitation cannot be due to adhesion forma- 
tion or arthritis. The wince of pain at 90 or 100 degrees 
abduction as the limb is raised or lowered passively and 
the tenderness on pressure over the insertion of the supra- 
spinatus clinch the diagnosis. 

As with any other tendon rupture, if the torn fibres are 
approximated and immobilized with unfailing constancy 
satisfactory repair will usually take place. Operative 
treatment is not as inevitable as many recent writers 
suggest. The arm is immobilized in 90 degrees abduction 
and 60 degrees external rotation in a frame applied very 
carefully so that the arm cannot ever be lowered below 
the right angle. At least ten or a dozen wide bandages 
must be used to fix the frame to the trunk and to prevent 
it sliding down. The position is maintained rigorously 


Fic. 3.—Complete rupture of supraspinatus tendon and the 
capsule. The articular cartilage of the humerus and the biceps 
tendon are visible through the rent. 


for at least eight to ten weeks and until the arm can be 
raised actively and held 20 or 30 degrees above the right 
angle. Throughout this time active exercises are prac- 
tised for the fingers and wrist- and elbow-joints. 


Conservative treatment cannot be really successful 
unless it is instituted promptly, within a few days of the 
rupture. If there has been delay in establishing the diag- 
nosis, or if there is doubt whether the frame treatment 
will be carried out with absolute efficiency, operation is 
to be preferred. Fairly satisfactory results are possible 
even many months after injury. Through an anterior 
split deltoid incision the triangular-shaped rent in the 
tendinous expansion and capsule is exposed, with the 
articular surface of the head of the humerus visible 
through it (Fig. 3). The apex of the triangle is the 
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retracted supraspinatus tendon; the base is the great 
tuberosity from which it has been avulsed. The humerus 
is moderately abducted to approximate the torn fibres, and 
several mattress sutures of No. 6 chromic gut are 
employed. A “bone needle” should be used and the 
stitches passed through the tuberosity itself, so that cutting 
out from the short distal fibres is avoided. An abduction 
frame is worn to prevent early strain on the sutures, and 
is retained for several weeks, until the patient can easily 
lift the arm and hold it 20 or 30 degrees above the right 
angle. If in addition to the tendinous rupture there is 
adhesion formation limiting the terminal degrees of 
abduction, this movement must be regained by the 
patient's Own active exercises, repeated many times during 
the day. 


Incomplete Rupture of Supraspinatus 


Between the case of simple supraspinatus tendinitis and 
that of complete rupture of the tendon there is a whole 
range of cases of varying degree of incomplete rupture of 
the tendon fibres. These are the cases which may present 
difficulty in diagnosis and treatment. Although common, 
they are more often overlooked than diagnosed, and there 
is no doubt that the victim's suffering has frequently been 
increased by an unjust charge of malingering. Evidence 
of incomplete rupture may be found during rouune 
necropsies in no less than 30 per cent. of all cadavers. 
Radiographic examination is negative and the clinical 
features are all-important. 

There is pain over the shoulder, often referred along the 
circumflex nerve to the region of the insertion of the 
deltoid ; this is increased by active use. Tenderness is 
localized to the insertion of the fendon at the great 
tuberosity. Active abduction is probably possible through 
a normal range, but there is the characteristic “ catch” of 
pain at 90 or 100 degrees as the torn fibres pass the 
acromion. The movement cannot be sustained against 
resistance. As the rupture becomes more complete active 
abduction becomes increasingly difficult. It may only be 
possible to abduct the humerus if it is first fully externally 
rotated. There is a characteristic reversal of scapulo- 
humeral rhythm. Whereas normally the first half of 
abduction movement is mainly a movement of the 
humerus on the scapula, and the movement of the scapula 
on the chest wall is most pronounced during the second 
half of the range, in the case of incomplete rupture of the 
supraspinatus the movement is initiated by rotation of the 
scapula, and humero-scapular movement is most pro- 
nounced in the second half of the range. - 


Conservative measures should usually be given a trial. 
The shoulder is immobilized in abduction and external 
rotation. The frame is retained and no single downward 
movement of the limb is permitted until full power of 
abduction is restored and the painful catch at 90 or 
100 degrees abduction is relieved. This may necessitate 
fixation for only three or four weeks, or in more severe 
cases for several months. If there is no sign of real 
improvement after six or eight weeks the tendon should 
be exposed and repaired. 


If at operation there is no evidence of rupture of the 
supraspinatus the humerus should be fully rotated inwards 
and outwards, so that the whole of the front outer aspect 
of the capsule and of the subdeltoid bursa is explored. 
Occasionally thickened hyperaemic fringes are found 
within the bursa which have accounted for creaking on 
shoulder movement and, because they are nipped between 
the head of the humerus and the acromion, for all of the 
symptoms and signs of incomplete rupture of the supra- 


spinatus tendon. Although subdeltoid bursitis has been 
a common diagnosis in past years it is actually extremely 
rare. The symptoms are relieved by excision of the 
thickened fringes and bursal wall, followed by regular 
active exercises and physiotherapy. Very exceptionally 
it is found that there is neither rupture of the tendon, nor 
calcification of the tendon, nor subdeltoid bursitis. The 
symptoms have been due to resistant supraspinatus tendin- 
itis without rupture. The tendon should be lightly 
scarified to assist in the revascularization necessary for the 
relief of symptoms; after operation physiotherapy and 
electrotherapy are employed. 


Periarthritis of the Shoulder 


The symptoms arise spontaneously or after a trivial 
twist or strain. Pain is diffuse and tenderness is not con- 
fined to the tuberosity or region of the supraspinatus. 
Movements of the shoulder are guarded by muscle spasm, 
but there is no complete limitation of all scapulo-humeral 
movement such as occurs in tuberculous arthritis. It is 
particularly abduction and external rotation which are 
limited ; internal rotation and forward and backward 
flexion are free. The limitation of movement by muscle 
guard rapidly passes to limitation by adhesion formation, 
varying from a few localized bands to diffuse generalized 
adhesion of the whole of the capsule—‘the frozen 
shoulder.” 


In the early acute stage the worst treatment is manipu- 
lation under anaesthesia, or frequent passive and forcible 
stretching by a masseuse. Forcible treatment tears the 
already inflamed tissues and increases the sero-fibrinous 
exudation. If the range is actually measured and recorded 
it is found always to have been reduced by such measures. 
On the other hand the patient must be urged to practise 
active exercises. Massage, physiotherapy, and hydro- 
therapy may help the patient to persevere despite dis- 
comfort, but the one essential treatment is active exercise 
performed for a few minutes hourly throughout the day. 
The resistance of gravity may be avoided by practising 
exercises in recumbency and in the stooping position. 


Periarticular Adhesion Formation 


The adhesions may follow periarthritis or a simple strain 
or contusion of the shoulder, or they may arise insidiously 
when a fracture of the elbow, forearm, or wrist is treated 
with the whole limb in a sling. Abduction and external 
rotation movements are limited. It is the limitation of 
external rotation which is of significance. The normal 
shoulder cannot be abducted beyond the right angle if 
the humerus is held internally rotated, and until external 
rotation movement is regained abduction cannot be re- 
gained. The range of rotation is tested with the elbow 
to the side and the forearm and hand pointing forwards. 
Normally it is possible to rotate the limb out through 
almost 90 degrees, so that the forearm and hand now 
point sideways. If this is completely limited it is a waste 
of time to practise abduction exercises. The patient 
should stand with his back to a wall, with his elbows 
touching it, and turn the forearms further and further out 
until the hands reach the wall. He must try to reach the 
back of his neck, and, with the fingers clasped, move the 
elbows back into the position of true abduction. As 
external rotation improves he reaches over the top of his 
head to the opposite ear. He may then practise crawling 
up a wall with his finger-tips, marking the level reached 
and trying to attain a higher level every day. 

The exercises are repeated ten minutes hourly through- 
out the day. There must be encouragement and stimula- 
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tion, but no passive stretching, no sudden jerking or 


forcible movements, and no hanging by the affected arm 
from overhead beams or bars. Manipulation under anaes- 
thesia should not be used except as the last line of treat- 
ment, to be applied only when actual measurements show 
that movement is no longer increasing. If a manipulation 
is unfortunately inevitable, it must be performed as gently 
as possible and not more than one group of adhesions 
must be broken at a time. If too much is done the 
reaction is so severe that the movement cannot be retained, 
and the joint may become stiffer. Many shoulders, tem- 
porarily stiff after dislocations and minor injuries, have 
been made permanently stiff by injudicious manipulations, 
performed too early, repeated too often, and followed by 
passive and forcible stretching. 


THE RED CROSS CONFERENCE 
CONCLUDING SESSIONS 


After the opening proceedings recorded in the last issue 
{(p. 1381) the International’ Red Cross Conference divided 
itself into tour Commissions, which met at the British 
Medical Association House for sessions lasting for three 
days. At the ensuing plenary session. which was held at 
St. James’s Palace on June 24, reports from the Com- 
missions were presented. 

The first Commission, of which Miss Norah Hill (Indian 
Red Cross) was rapporteur, brought forward a series of 
resolutions dealing with organization, all ot which were 
passed unanimously by the Conference with one exception 
—namely, a resolution asking that the needs of the two 
international bodies, the International Red Cross Com- 
mittee and the League of Red Cross Societies, should be 
studied with a view to suggesting the best procedure for 
raising the funds necessary to meet as far as possible the 
needs of both bodies. The German Red Cross asked that 
its abstention might be recorded, for reasons presumably 
given in private to the Commission. Another resolution. 
which was only carried by a majority in the Commission 
but unanimously in the Conference, declared that no Red 
Cross delegation, section, or committee should be estab- 
lished in foreign territory without the consent of the 
central committee of the national society of the country 
concerned, and that such consent should only be asked for 
in exceptional circumstances, for purposes definitely deter- 
mined in advance, and for a limited period. 


Zones of Immunity 


After two hours’ discussion on the form of a resolution 
it was agreed unanimously, on the motion of Mr. Norman 
Davis, to appeal in the name of humanity to the competent 
authorities in all countries to prevent or so restrict bombing 
from the air as to safeguard the lives of helpless women 
and children and aged civilians, and to urge those autho- 
rities, in all areas where civilian lives are liable to be 
endangered by any military operations, to arrange for the 
evacuation of women and children into zones of immunity 
under Red Cross protection. This was the unanimous 
resolution of the fifty-four National Red Cross Societies 
assembled at the Conference, and was endorsed by the 
Conference, also unanimously, at the plenary session. __. 


The second Commission, which was entrusted with legal 
considerations, and was reported upon by M. Gorgé 
(Switzerland), also brought forward a resolution on the 
subject of the creation of hospital towns and areas. After 
thanking the committee of the International Congresses 
of Military Medicine and Pharmacy for the assistance it 
had given, the Commission considered that in any case the 
creation of hospital towns or areas could not in any way 
weaken the protection resulting from the rules of inter- 
national law as a whole, and urged the convocation in 
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the near future of a commission of military and _ legal 
experts with a view to establishing a draft on the subjeg 
for the consideration of a diplomatic conference. In the 
meanwhile it hoped that the Governments would consider, 
as need arose, the possibility of concluding mutual agree. 
ments providing for hospital towns and areas. This way 
agreed to unanimously by the main conference. Anothe 
resolution pointed to the satisfactory results obtained 
during a recent conflict by the creation of an area of 
immunity for the civil population, and requested _ the 
Internaticgnal Committee to bring these satisfactory result 
to the attention of the Governments concerned at. all 
times when such action might seem expedient. Other 
resolutions related to the protection of women and children 
against the suffering resulting from armed conflicts, and 
the role and activity of the Red Cross in civil war. 


First-aid Posts on Highways 


One resolution of the third Commission, reported on by 
Dr. de Carvalho (Brazilian Red Cross), urged that even 
effort be made to develop collaboration with automobik 
clubs and other national and international organization 
with a view to providing highways and, more especially, 
the international trunk roads with standardized types of 
first-aid posts, the position of which may be shown by 
standardized road signs. It also recommended to the 
secretariat of the League of Red Cross Societies that the 
development of first-aid services on highways on 4 
standardized plan should continue to be encouraged and 
the scope of its activities in the prevention of accident 
be widened, in the first place by teaching the rules of th 
road and first aid to children through the junior Red Cros 
This Commission also noted the great progress made ip 
the use of aviation to bring relief in cases of disaster, to 
establish communication with isolated populations, t 
bring supplies of food and medicine, to further the trans. 
port of doctors, nurses, and relief personnel, and t 
evacuate the sick and wounded. It asked that the nationa 
societies should attempt to organize courses of training it 
aerial transport, and that the use of aviation for relie 
purposes be encouraged. 


The fourth Commission, the work of which was reporte 
by Miss Mahel Boardman (American Red Cross), deal 
principally with the educational work of the Red Cros. 
One of its resolutions congratulated the American Reé 
Cross on the splendid organization of its voluntary aids 
and recommended that all Red Cross Societies shoul 
extend their activity in this field both as a_ particular 
beneficial means of action and as a means of spreading 
the Red Cross spirit throughout the community. 


The Next International Conference 


It was decided that the next International Conference 
should be held at Stockholm in 1942. The following wer 
elected a committee to act in the interval between inter 
national conferences: 


Sir Arthur Stanley (British Red Cross Society), 
General A. Hultkrantz (Swedish Red Cross). 
Senator G. de Michelis (Italian Red Cross), 
Chao Phya Bijayanati (Siamese Red Cross), 
Dr. Pedro T. Vignau (Argentine Red Cross). 


A large number of complimentary speeches were maéj 
by members of the Siamese, Polish, Japanese, Chiliat 
French, and Egyptian delegations among others, and speci 
thanks were accorded to the British Red Cross Society fe 
acting as host. A representative of Nationalist Spain cot 
gratulated the chairman (Sir Arthur Stanley) on the manne 
in which he had kept the Conference away trom political 
questions. Senator de Michelis (Italian Red Cross) mad 
a long statement on Italian law, which, he said, provide 
for the creation of safety zones for medical services ant 
shelter for the civil population, also for prisoners of wal 
to be dealt with according to international regulation 
even in the case of a country which had not honoured th 
international Convention. 
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In the course of the week a reception was given by 
H.M. Government at Lancaster House, another by the 
Lord Mayor at the Guildhall, and an afternoon party at 
Buckingham Palace. The closing event was a thanksgiving 
service at St. Paul's, when the Archbishop cf Canterbury 
gave the address. H.R.H. the Princess Royal, Com- 
mandant-in-Chief, British Red Cross Society, was present 
with parties of V.A.D. members representing every county 


-branch in England and Wales and Scotland. The Red 


Cross Colour was escorted by a representative company 
of commandants and was laid on the altar during the 


service, and afterwards taken to the Chapel of St. Michael ° 


and St. George. The Lord Mayor «nd Sheriffs also 
attended the service. In the course of his sermon the 
Archbishop said that if he were to choose a motto for 
the Red Cross movement, not only to describe but to 
inspire its work, it would be the injunction of the apostle, 
“Honour all men.” It stood for the honour of humanity. 


ANTI-EPIDEMIC WORK IN CHINA 


The Council of the League of Nations some years ago 
concluded an agreement with the Chinese Government 
by which the League technical organizations (health, 
transit and communications, economic and _ financial) 
could be used to help forward its policies of national 
reconstruction. Political and administrative responsibility 
of course rested with the Chinese Government in the vast 
enterprise of trying to reconstruct one-quarter of humanity 
and modernize a 4,000-year-old civilization. But under 
the plan of technical co-operation Chinese civil servants, 
engineers, doctors, educationists, and technicians have been 
able to gain experience and pursue studies abroad useful 
for their work. Side by side with this the League has 
put at the disposal of the Chinese Government the 
services of foreign experts, either for consultation in 
regard to some particular piece of reconstructive work, 
or for a period of years, to give technical advice for the 
framing and application of some long-range policy, such 
as road-building, modernizing silk cultivation, organizing 
agricultural co-operation, and establishing the nucleus of a 
public health service. 


Effect of War 


With the beginning of the Japanese invasion the Chinese 
Government's national effort was switched over to putting and 
maintaining China on a war footing. From the outset of the 
military Operations one of the most pressing problems was the 
care of refugees and the danger of epidemics. The National 
Health Ministry and the Central Field Health Station at 
Nanking were wrecked by air bombing at the beginning of 
the war. China’s scanty resources in medical personnel and 
equipment were strained to the utmost by the needs of the 
Army. At the same time the invasion of large areas of China 
and the devastation of numerous cities and villages set up great 
movements of population. Immense numbers of refugees, 
destitute and fleeing for their lives, became an urgent and 
grave problem for the Chinese Government, and even for 
neighbouring territories, not least from the point of view of 
public health. 


In September last the Chinese Government drew the atten- 
tion of the Council of the League to this situation and to the 
resulting danger of widespread epidemics. It requested that 
the plan of technical co-operation between China and the 
league should be adapted to this situation by concentrating 
Primarily upon co-operation with the National Government 
and the provincial administrations in “the prevention and 
control of epidemics and the general relief of the civilian 
Population and refugees.” The Assembly voted 2,000,000 Swiss 
franes tor technical co-operation with the Chinese Government 
I Carrying out an anti-epidemic campaign. Acting on instruc- 
tions from the Council, a special subcommittee of the Health 
Committee met in October to frame a plan of action. 


The Health Committee’s Plan 


At this meeting the Chinese representative, Dr. Hoo Chi- 
tsai, said that the Chinese Government, confining its requests 
within the financial and technical limits of the Assembly 
resolution, asked the Health Organization to make a special 
effort in five areas, preferably in the provinces of Shensi, 
Hupei, Kiangsu, Kiangsi, and Kwang-Tung. He asked that 
anti-epidemic units should be sent to these areas without delay. 
Each unit should consist of a foreign epidemic commissioner, 
a foreign bacteriologist, a foreign sanitary engineer, an isola- 
tion hospital with a foreign doctor, a car, two ambulances, and 
ten light lorries. These units would operate under the orders 
of the Chinese authorities. Dr. Hoo emphasized the urgent 
need for rapid action. As a result of the war hundreds of 
thousands of refugees were streaming inland. The distress 
and the danger of widespread epidemics were great. Medical 
stocks were running low. Available supplies from all sources 
would last barely three months. All available health personnel 
had been mobilized, but there was a shortage of experienced 
surgeons. 


The subcommittee had before it a survey of the epidemic 
situation, the probable effects of military operations and the 
movements of refugees, with special reference to the danger of 
widespread epidemics of plague, typhus, small-pox, enteric 
fever, and other infectious diseases. The plan adopted was 
based on previous experience adapted to suit the special con- 
ditions. In view of the financial and technical limitations 
imposed by the Assembly and Council resolution, it was 
decided that the work must be limited as regards geographical 
area and methods, though not strictly limited to one region. 
The Chinese authorities themselves would assume responsibility 
for the work being carried out. 


The technical plan had as its one object the reinforcement 
of the collaboration already existing, in view of the excep- 
tional circumstances of the hour; in other words, to advise 
and support the competent Chinese technical services. The 
subcommittee decided to constitute three mobile medical units 
and to assign an area of action to each. These units. in 
addition to their own resources, would draw upon a ceniral 
supply of sanitary and medical material. This enabled them 
to secure additional supplies for organizing on the spot the 
means for the isolation and observation of the sick. In this 
way, it was believed, a general organization could be set up 
that would be elastic and mobile in action and around which 
the Chinese health authorities could, in agreement with the 
units, concentrate their own medical and health services, as 
well as any units that might be sent from abroad (Red Cross, 
etc.). The whole organization could then work on the basis of 
a considered plan adapted to the area and to current neces- 
sities, and concern itself not only with preventive measures, 
but also with combating epidemics that had already started. 


The League Epidemic Commission 


The three medical units—the first under Dr. Mooser (Swiss), 
the second under Dr. R. C. Robertson (British), and the third 
under Dr. (Inspecteur Général) Lasnet (French)—arrived in 
Hong Kong early in January. The Epidemic Commission 
consists of the three Commissioners, together with a repre- 
sentative of the Chinese Government and Dr. Borcic (Yugo- 
slavia), the League of Nations Technical Adviser on public 
health questions to the Chinese Government. 


Subsequently the epidemic position in China was discussed. 
The future location of the League units was decided upon 
and the laboratory and other medical facilities already existing 
in the areas covered, transport, budgetary questions, and details 
of the liaison to be established with the Chinese Government, 
were all considered. No. 1 Unit went by rail through Hankow 
to Sian-Fu, capital of Shensi; No. 2 Unit to Changsha, capital 
of Hunan; and No. 3 Unit to Nanning, capital of Kwangsi, and 
to Canton. Early in February all three units had reached 
their stations, established headquarters, and were engaged in 
making official contacts. In each case the League unit, with 
Chinese medical and auxiliary staff, was incorporated in the 
local health administration, and at the same time gained 
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close touch with the Central Government through a special 
Chinese liaison officer. In this collaboration every effort has 
been made to meet present emergencies, and also to strengthen. 
and where necessary establish, permanent health work, particu- 
larly in rural districts. It is hoped that the present League 
assistance to China will not simply be of a temporary nature, 
but will serve to continue the medical assistanee given prior to 
hostilities. and thus be a permanent contribution to China’s 
welfare. 

An account of what has been attempted and done in certain 
areas by the emergency health services appeared in the British 
Medical Journal of June 4 (p. 1222). 


GUY’S HOSPITAL 
OPENING OF NEW PATHOLOGICAL BLOCK 


The new Pathological Building of the Medical School of 
Guy's Hospital was opened on June 23 by the Earl of 
Athlone, Chancellor of the University of London. It is 
a handsome building of eight floors, housing, in addition 
to pathology. the departments of bacteriology. clinical 
chemistry, pharmacology, and physics. To bring about 
these improvements the School has expended the very large 
sum of over £85,000. Of this sum it has provided £35,000 
out of its own income ; £30,000 has been borrowed on easy 
terms from a friend of the hospital. and £10,000 has been 
made available by the munificence of the University. 

The Chancellor was received by the Vice-Chancellor, 
Sir Robert Pickard, Viscount Goschen, president of the 
hospital, Viscount Nuffield, treasurer, and Mr. T. J. Evans, 
dean. Certain of the governors and medical staff were 
presented, and a procession was formed to the physiological 
lecture theatre, where the formal proceedings took place. 
After Lord Nuffield had welcomed the Chancellor, the 
Dean gave an address, in the course of which he said that 
the School felt that by coming to open this latest extension 
Lord Athlone was giving his commendation to its attempt 
to increase the teaching and research strength of the great 
university of which he was the head. 


A Teaching Hospital's Great Effort 


The teaching hospitals of London (the Dean continued) 
had grown out of small beginnings, within houses built 
for the care and cure of a neighbouring population, but 
they had become the training ground for the medical 
service of a whole nation. To-day the small hospital 
founded by Thomas Guy in 1725 had sons in every corner 
of the Empire. Unhappily now the very existence of 
teaching hospitals was in imminent danger. It was one 
of the queerest anomalies of British civilization that the 
training of the most important and devoted of its public 
services should be hampered at every stage by being com- 
mitted to an existence of perpetual mendicancy. Guy's 
had accomplished an effort not only to bring to higher 
efficiency the mechanism for training physicians and 
surgeons, but also to provide more modern and abundant 
facilities for skilled researchers into the cause, control, 
and cure of disease. When, in 1923, the present superin- 
tendent of the hospital welcomed the then Prince of Wales 
at an opening ceremony, he stated that the occasion marked 
the completion of a scheme of rebuilding of the medical 
school. In the preceding twenty-five years the School had 
spent £100,000 on rebuilding. Now, after another fourteen 


years, it had again grown dissatisfied, and had made a. 


valiant effort to provide itself with an institute of pathology 
as spacious and up to date as any in the kingdom. 


Advantages of Concentration 


The Chancellor of the University began by recalling the 
famous names of Bright, Hodgkin, Wilks, and others, 
founders of the great tradition in scientific medicine which 
the hospital so worthily maintained. The University 


viewed with great satisfaction every effort made by its 
constituent schools to provide themselves with buildings 
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adequate to the needs of students and teachers. — It was 
specially proud of the strength and size of its faculty of 
medicine. Its schools trained nearly half the medicz! 
students of Great Britain. He congratulated Guy’s on 
ccneentrating all the departments of the school on one 
site, thereby obtaining that close co-operation between 
departments which was necessary for the best work. He 
was also glad to learn that special accommodation had 
been provided tor the Guy's Hospital Research Fellow and 
for the Clinical Research Unit of the Medical Research 
Council. The establishment of such research units was the 


‘sign of a new age in the scientific study of human disease, 


The University recognized with appreciation that the new 
building had been financed mainly from the ordinary funds 
of the school without public appeal, though with some 
assistance trom the Court of the University. He hoped 
that the example of famous benefactors of the past would 
be followed in the future. 


School and Hospital 


The medical school and the hospital (Lord Athlone con. 
tinued) were inseparably wedded. A medical school with. 
out a hospital was useless and impotent. The association 
of a school with a hospital at once placed the hospital in 
a higher category. Not only did it then attract teachers 
of the highest standing. but the presence of a body of 
students ensured that the teachers, stimulated by constant 
criticism and observation, gave of their best to both the 
science and the art of medicine. The reputation of the 
hospital depended on its school, and the reputation of the 
school depended on the financial stability and efficiency 
of the hospital. For the full fruition of the partnership 
it Was therefore essential that both hospital and school 
should be efficient, progressive, and equipped to the highest 
standards. The charitable public perhaps did not always 
quite appreciate the exceptional claims of the teaching 
hospitals. Their work went tar beyond the mere local 
treatment of patients. They were the training grounds of 
the medical profession, the homes of research, and _ the 
pioneers in benetactions not only to their own  patienis 
but to humanity at ijarge. 

The Chancellor then declared the new building open. 
The chairman of the School council, Mr. W. M. Mollison. 
in proposing a vote of thanks, said that for the last six 
years Lord Athione had been Chancellor of the University, 
and he was convinced that no university had a more active 
and hard-working head. He devoted a great deal of his 
time and energies to the interests of the University and was 
familiar with the medical schools. 


VICTOR HORSLEY MEMORIAL LECTURE 


The Victor Horsley Memorial Fund, which was raised 
in 1920 to commeniorate the services of Sir Victor Horsley 
to Science and the Empire, is devoted to the giving 
of a lecture triennially in London entitled the “ Victor 
Horsley Memorial Lecture.” By invitation of the Trustees 
(the Presidents for the time being of the Royal Society, 
the Royal College of Surgeons of England, and the British 
Medical Association, the senior physician of the National 
Hospital for the Paralysed and Epileptic, Queen Square, 
the senior surgeon of University College Hospital, and 
Mr. Stanley G. Robinson, son-in-law of Sir Victor 
Horsley) the sixth lecture will be delivered by Dr. Gordon 
Holmes, C.M.G., C.B.E., F.R.S., F.R.C.P., Physician, 
National Hospital for Nervous Diseases and Charing 
Cross Hospital, in the Lecture Theatre of University 
College Hospital Medical School, Gower Street, W.C, 
on Tuesday, July 12, at 5 p.m. The title of the lecture 
is “ The Cerebral Integration of the Ocular Movements, 
and the chair will be taken by Sir Cuthbert Wallace, Bt, 
K.C.M.G., C.B., D.Sc., D.C.L., President of the Royal 
College of Surgeons. Admission to the lecture is free on 
presentation of a visiting card, and tea will be serv 
in the Library of the Medical School at 4.30 p.m. 
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INTERNATIONAL SOCIETY OF SURGERY 


Revised Plans for Congress 


For some reason, which has not yet been explained, the 
German authorities have cancelled the congress which had 
been fixed to take place in Vienna from September 19 to 22, 
and was announced in the Journal of June 4 (p. 1219). 

In order that the material prepared for the discussions 
which had already been arranged may not be wasted, and 
to diminish disappointment, the executive are making plans to 
hold a congress in Brussels on the same dates. Particulars will 
be circulated to members as soon as possible. Travel 
arrangements will be made by Messrs. Thos. Cook and Sons. 


—— 


Local News 


INDIA 
Tuberculosis: A Key Problem of India 


A lecture under the auspices of the Over-seas League 
and the East India Association was given at Over-Seas 
House, London, on June 21 by Major-General Sir John 
Megaw, President, India Office Medical Board and 
Medical Adviser to the Secretary of State. The chair 
was taken by the Marchioness of Linlithgow, Vice-Reine 
of India. Sir John Megaw, whose subject was “* Tuber- 
culosis in India,’ said that nobody could tell, even 
approximately, what was the death rate from tuberculosis 
in India as a whole, or describe the geographical distri- 
bution of the disease, or say to what extent it was 
increasing. In the cities and large towns the deaths from 
tuberculosis were recorded ; in Cawnpore the latest figure 
was 4,600 per million of population, or much the same 
as it was in England one hundred years ago, in Calcutta 
it was 2.500, and in Bombay 2,000. These rates probably 
erred greatly on the side of optimism, since many deaths 
from tuberculosis were returned under the headings of 
“fevers or “other respiratory diseases.” The death 
rate from tuberculosis among girls and young women 
who lived in purdah in the large centres of population was 
appalling, being several times higher than that of males 
of the same age group. 


INCREASING INCIDENCE OF TUBERCULOSIS 

Medical men in India, Sir John Megaw continued, 
were almost unanimous in declaring that the disease was 
increasing rapidly, and was extending to rural areas 
formerly free from infection, also that when the disease 
spread to new localities it assumed a more virulent form 
than in places previously affected. A few years ago 
he had attempted to make a rough-and-ready survey of 
the number of cases of tuberculosis and other diseases 
in the rural areas of India. His methed was to issue a 
questionary to- a large number of doctors in charge of 
dispensaries in typical agricultural villages. An estimate 
based on their replies suggested that there were 1} to 2 
million cases in India, though not even a moderate degree 
of accuracy was claimed for this estimate. An examina- 
tion had also been made of the statistics published every 
year on the health of prisoners. From these it appeared 
that in 1935 the admission rate for tuberculosis of the 
lung in prisons was 5 per mille, as compared with 5.5 
forty years ago. Not much encouragement was to be 
derived from this slight reduction, for over the same period 
the general health of prisoners had improved in a 
striking manner, as shown by the fall in the total death 
Fate to between one-half and one-third of what it was in 
1895. During the same period of forty years the number 
of cases of tuberculosis of the lung in Indian soldiers fell 
from 2.3 per mille to 1.9, this small reduction again 


contrasting sharply with a fall in the death rate from all 
diseases in Indian troops trom 11.6 to 2.15, and with the 
fall in the tuberculosis case rate of British soldiers in 
India during the same period from 4.8 to | per mille. 


MEASURES FOR PREVENTION 


The spread of infection in India could only be pre- 
vented by a process of educational persuasion. The 
people must be taught .how droplet and alimentary in- 
fections were conveyed and how they could he avoided. 
It was important not to lay undue emphasis on the 
horrific aspects of the disease. There was much to be 
said for directing propaganda against all infectious 
diseases of the respiratory and alimentary systems rather 
than against tuberculosis alone. Suitable accommodation 
in a verandah or open “ lean-to ~ could be provided for a 
patient at trifling cost, at any rate in rural areas, and a 
member of the patient's family could be trained to look 
after him. From ten to twenty patients could be treated 
in their own homes for the cost of a single patient in 
a modern sanatorium. The first essential in preventive 
measures was to have a sound plan; this demanded the 
co-operation of men with practical knowledge of agricul- 
ture, industry, economics, hygiene, education, and, above 
all, of men with a sympathetic understanding of the 
psychology of the Indian peasant. There were en- 
couraging signs that those responsible for the welfare of 
India realized the nature and gravity of the problem and 
the responsibility of the Government for initiating action. 
On the subject of medical relief Sir John Megaw added 
that in India there were very special reasons for supplying 
medical aid to the victims of the disease, the chief being 
that before any preventive action could have a hope of 
success the good will of the people must be enlisted by the 
cure of~disease. Tuberculosis was a key problem of 
India, and its solution would mean far more than the 
conquest of one terrible malady. He specially praised 
the efforts made by Lady Linlithgow for the relief of 
suffering. 


Population of the Punjab 


The continuing increase in the population of the Punjab 
is giving rise to considerable disquiet: serious economic 
and pubtic health problems will have to be faced unless 
the birth rate soon begins to fall. In his annual repert 
for 1936 Lieutenant-Colonel C. M. Nicol, Director of 
Public Health, states that for the last five years there has 
been an average yearly increase in population of 419,278, 
a figure which is almost certainly an under-estimate of the 
actual position, since in 1936 the figure was 536,854, 
representing a natural increase per 1,000 of population of 
21.46 calculated on the estimated population for 1935; 
this rate of increase is much higher than the correspond- 
ing rate for any other Province in India. While the birth 
rate per 1,000 is 43, the highest on record, the correspond- 
ing death rate is 22, the lowest figure yet recorded. It can- 
not be determined yet whether this state of things is a matter 
for congratulation or for alarm, or how the future wiil 
develop, since the factors which make for increase in the 
population are not constant and the estimates of food 
production probably are too low ; it is clear, however, that 
careful consideration of the whole position is ncw urgently 
necessary. Wheat, rice, and maize are the staple food- 
stuffs in the Punjab, and all the crops have increased ; 
vast new areas are being brought under cultivation, 
thanks to the extension of irrigation. Unfortunately, 
however, there is already evidence of physical deteriora- 
tion of the rising generation in the Province, as shown by 
the examinations of school children and of recruits for 
the Army. Of the total deaths in the Punjab in 1936 
30.97 per cent. occurred in infants under 1 year, 17.1 in 
children aged between | and 5, and 5.43 in children between 
the ages of 5 and 10—that is to say, 53.5 per cent. of the 
total deaths in the Province occurred in persons under 
10 years. The infantile mortality rate for the year under 
review was 158.44, slightly higher than the figure for 
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1935, but well below the average for the last ten years. 
Colonel Nicol remarks that it might be argued that there 
cannot be a great deal wrong with a community which can 
show in comparison with past years a record low death 
rate and high birth rate, a larger annual increase in popu- 
lation than has ever been known previously, and a reduc- 
tion in the incidence of plague sufficient to suggest that 
the disease is dying cut. Yet it still remains true that the 
odds against any individual born ever reaching the adult 
state are high, and the damage done by non-fatal illness 
to the youth of the Province is painfully clear, though 
in these respects there has been an obvious improvement 
curing the last few years. 


ENGLAND AND WALES 


Specialist Services for Bristol Corporation Hospitals 


At a meeting of the Bristol City Council on June I4 a 
scheme was approved whereby teams of specialists in 
medicine and surgery will be available for the hospitals 
under the control of the Health Committee. The scheme 
is based upon the fact that Southmead Hospital, a corpora- 
tion institution, is now carrying out work of a standard 
equal to that of the voluntary hospitals, and it is desired 
to ensure for it the necessary specialist services. As a 
result of discussions with the Professor of Clinical Medi- 
cine and the Professor of Surgery of the University of 
Bristol (who will be responsible respectively for the 
medical and the surgical services under the new arrange- 
ments) and the committees of the Bristol Royal Infirmary 
and the General Hospital, the corporation for a fixed 
yearly payment will be able to call upon the services of 
the teams. The specialist medical service will be provided 
by three visiting physicians or teams of physicians, who 
will have entire charge of the medical cases, and so far 
as the surgical work is concerned there will be four teams, 
each consisting of two surgeons. The whole of the 
specialist staff will meet regularly to discuss the progress 
of development at Southmead, and any recommendations 
from these meetings will be forwarded by the medical 
superintendent (the convener) to the medical officer of 
health for submission to the Health Committee. Nothing 
in the scheme is to interfere with the internal administra- 
tion of Southmead or any of the hospitals of the corpora- 
tion: this remains the medical superintendent's responsi- 
bility. No hard-and-fast lines are to be laid down with 
regard to cases admitted to the voluntary or the corpora- 
tion hospitals. In general, as at present, the acute cases 
and emergencies will be ‘admitted to the Royal Infirmary 
and the General Hospital, while cases requiring more 
prolonged treatment will go to Southmead from the first, 
but no patient is to be kept waiting if a bed is available 
at any of these three institutions, and if a patient expresses 
a strong wish to enter any particular institution this is to 
be taken into account. The payment for these services, 
subject to annual review, has been fixed at £900 for the 
medical services and £900 for the surgical. These payments 
will meet all the medical and surgical specialist services 
which the corporation may require, with the exception 
of attendance in court in connexion with workmen’s com- 
pensation or other litigation. It has also been agreed that 
a physician or team of physicians and a surgeon or team 
of surgeons shall attend at Southmead each day, and that 
each team shall attend at least twice a week. After some 
experience of the arrangements it will be necessary to 
appoint house-physicians and house-surgeons, but at present 
the number and cost of such appointments cannot be 
stated. As this is an enlargement of the specialist services 
of the corporation, it does not affect physicians or surgeons 
with existing contracts, except the consultant physician 
for heart cases and the consultant surgeon at Southmead, 
both of whom will be included in the teams of specialists. 
Before the proposals were adopted by the city council the 
remark was made by a member that much remained to be 
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done before Southmead Hospital became what it ought 
to be, and that there was a great shortage of hospital beds 
in Bristol. 


Institute of Child Psychology 


The new premises of the Children’s Centre, the Institute 
of Child Psychology, at 6, Pembridge Villas, W.11, were 
opened on June 23 by the Marchioness of Carisbrooke, 
who expressed herself as being delighted with the building 
and equipment and took special interest in the play 
therapy rooms, particularly in those rooms where children 
could play with water and messy materials to their hearts’ 
content. Professor Winifred Cullis, chairman of the 
Management Committee, pleaded for financial support for 
the work, which she had watched with interest for several 
years and of which she fully approved. Mr. Kenneth 
Lindsay, Parliamentary Secretary to the Board of 
Education, said that official education was coming to 
recognize and be interested in the fact that there were 
different kinds of children for whom special provision 
must be made. He instanced the special categories 
already provided for, and looked forward to the moment 
when provision could be made for nervous and neurotic 
children to receive such help as they needed. He heartily 
endorsed the work of the Institute of Child Psychology, 
Dr. Margaret Lowenteld, in giving the history of the 
Institute, laid stress on that aspect of its design which 
emphasized the importance of having a children’s centre 
to which mothers could bring all the children they were 
troubled about and where a differential diagnosis could 
be carried out by experts. Educationists who came to 
know the methods of treatment and the results were 
almost unanimous in their approval. The varying 
activities of the Institute and its relationship to other 
agencies were touched upon by Dr. Ethel Dukes, who 
also spoke of the environmental influences activating the 
many difficulties from which the children suffered. Dr. 
Hazel Chodak Gregory, vice-chairman, proposed a vote 
of thanks to the Marchioness of Carisbrooke for her 
kindly interest in the work of the Institute. Altogether 
about 3060 people inspected premises during the pericd 
that the committee, the directors, and the staff were “ At 
Home ™ to those who had been invited to the opening 
ceremony. 


Research Grant to Maudsley Hospital 


The Rockefeller Foundation of New York has offered 
a grant of £25,000 during a period of five years from 
July | towards the support of psychiatric research at 
Maudsley Hospital, subject to a condition that the amount 
of grant during any one year shall not exceed £5,000. 
This grant follows another from the same source of £9,000 
in 1935. The offer has been accepted, and an expression 
of the London County Council's appreciation of the 
generous gift has been sent to the donors. The manner in 
which the grant shall be spent is under consideration. 


House Appointments at London County Hospitals 


A regulation of the London County Council prescribes 
that the period of engagement of house-physicians and 
house-surgeons in the hospitals service shall be limited to 
six months, but provided that not more than twelve months 
are spent at one hospital the engagement may be extended 
for further periods of six months up to two years, when 
employment ceases unless promotion has been secured. Itis 
proposed to vary this condition to provide that a house: 
physician or house-surgeon may be employed at one hospital 
for not exceeding two years on the understanding that he 
shall not be employed on work of the same type for more 
than twelve months. It is considered that such variation 
would conform in spirit with the principle that medical 
practitioners at the outset of their career should not & 
employed for more than limited periods in any one type of 
work, and the limitations should be based on duties rather 
than on change of hospital. 
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OESTRADIOL BENZOATE FOR SENILE VAGINITIS 
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OESTRADIOL BENZOATE TREATMENT OF 
SENILE VAGINITIS 


At a meeting of the Edinburgh Obstetrical Society on 
May 11, with the president, Professor JAMES HENDRY, in 
the chair, Dr. T. N. MacGrecor read a paper on 
oestradiol benzoate therapy in senile vaginitis. 


Dr. MacGregor’s communication recorded a clinical 
and photographic study of fifteen cases of senile vaginitis, 
which was described as an inflammatory condition of the 
vagina characteristically associated with post-menopausal 
life. All the patients had had a normal or artificial 
menopause ; the symptoms complained of in order of 
frequency were: vulval irritation and vaginal discomfort, 
vaginal bleeding, dysuria, leucorrhoeal discharge, and 
dyspareunia. The diagnosis was based on examination 
of the vulva and vagina directly and by the speculum ; 
the characteristic features were redness round the vaginal 
introitus, areas of petechial haemorrhage scattered over 
the vagina, and narrowing of the vaginal vault. Uterine 
carcinoma was excluded by curettage when there was a 
history of bleeding. 


Results of Treatment 


As a result of therapy eight patients were completely 
cured and had remained symptom-free for periods 
varying from fourteen to twenty-one months. Seven were 
relieved in that they were almost symptom-free, but there 
was still evidence of some inflammation: of these, one 
was a diabetic, and two had an associated leukoplakic 
condition of the vulva. The rationale of oestradiol 
benzoate therapy in senile vaginitis was the restoration of 
the atrophic vaginal epithelium to that condition which 
existed during the period of reproductive life. The recon- 
stitution of the vaginal epithelium by the oestrogens not 
only increased the vascularity of the tissue and thus 
promoted healing, but the increase in the cellular 
structure subjacent to the denuded areas caused shedding 
of the infected tissue. Oestrogenic therapy also stimulated 
the production and deposition in the vaginal epithelium 
of nutritive substances necessary for a normal vaginal 
flora, which, once re-established, proved inimical to the 
ivading organisms. Cessation of therapy was followed, 
after a time interval, by a reversion of the vaginal 
epithelium io the atrophic condition which normally 
existed after the menopause. The main form of treat- 
ment given was the intramuscular injection of oestradiol 
benzoate, supplemented in two cases by vitamin A. The 
dosage varied from 5 mg. bi-weekly to 10 mg. daily 
according to the severity of the condition and the response 
obtained. Intramuscular injection was the most successful 
mode of administration. Od8estradiol in the form of 
suppositories, though conceivably a practical way of 
treating this condition, had proved disappointing, probably 
on account of the atrophic state of the vagina, which 
would have militated against the absorption of the 
oestrogens. This form of treatment might. however, 
constitute a useful adjunct to therapy after the vaginal 
epithelium had been rejuvenated by intramuscular 
administration of the oestradiol benzoate. 


The eighth International Congress for the Study of Accidents 
and Occupational Diseases will be held at Frankfort from 
September 26 to 30 under the presidency of Professor 
Marteneck. Professor Magnus will be chairman of the Section 
for the Study of Accidents and Professor Koelsch of the 
Section for Occupational Diseases. Further information can 
be ohiained from Ministerialrat Dr. Bauer, Unter den Linden 
13, Berlin 8. 


Treatment of Pneumonia 


Sir,—May I be permitted to make some comment on 
the valuable leading article in the Journal of June 25 (p. 
1371). I have made some investigations into the action 
of 2(p-aminobenzenesulphonamido)-pyridine, known shortly 
as T693, and from these experiments I have come to the 
conclusion that chemotherapy and immunotherapy in 
pneumococcal infections are not competitive but comple- 
mentary. I have found that T693 is incapable of killing 
any pneumococci in human blood from which the leuco- 
cytes have been removed ; every pneumococcus implanted 
will grow out, but there is a certain retardation of growth. 
If, however, the human blood has its full complement of 
leucocytes, then the presence of T693 in a concentration 
which ought to be easily attained in the body completely 
arrests the growth. The T693 can retard the growth of the 
cocci, but the natural defences have to do the killing. 

I have also found that human blood together with 
T693 and immune serum can deal with a much larger 
infection than the same’ blood containing either T693 or 
immune serum. This being so, the more immune the 
patient is the better will be the killing of the pneumo- 
cocci, and the ultimate resuit will depend on whether the 
patient has sufficient resistance to deal with the pneumo- 
cocci even after they have been in contact with the 
drug. 

For these reasons I suggest that.the advent of T693 has 
made the problem of anti-pneumococcal serum of even 
greater importance. In the past serum therapy in pneu- 
monia has suffered from the fact that it has never been 
possible to make a serum of potency sufficient to ensure 
with certainty that it would be able to combat a pneumo- 
coccal infection, but it would appear that with a com- 
bination of T693 and serum the latter is likely to be 
effective even when the potency of the serum is relatively 
low. It is not difficult to make serums for all the types 
of pneumococci if one does not aim at very high potency. 
The typing of the pneumococcws is not nowadays a matter 
of great difficulty, nor is it beyond the powers of the 


’ younger generation of practitioners to make intravenous 


injections. True, it is much easier to prescribe tablets to 
be taken three or four times a day, but from the results 
I have obtained in the laboratory it seems clear that if the 
best is to be done for the patient then he should be 
immunized as well as treated by the drug. 

Hitherto I have only talked of serum as a means of 
immunization, but we must not forget that it is possible 
to immunize patients actively by means of vaccines. It 
has been shown that in animals which have received 
pneumococcal vaccine protective antibodies can be demon- 
strated within three days, and the same thing has bee 
demonstrated in patients suffering from pneumenia. This 
means that the serum of these immunized animals or 
patients has the power of protecting other animals against 
otherwise lethal doses of pneumecoce!, and for this test 
to be positive there must be a very considerable degree ot 
immunity present (for the amount of serum introduced has 
to be diluted in the animal’s blood). It is reasonable to 
assume, therefore, that well within three days the patient 
who has received vaccine will have responded with an 
increase of immunity, and such increase may well be 
sufficient to turn the scale when it is aided by a drug 
like T693. 
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My object in writing this letter is to try to prevent tives with a sulphur-containing group, the best known 


physicians discarding immunological methods entirely in 
favour of chemotherapy when theoretically it should be 
so much better to combine the two. Pneumonia is a 
serious disease, and should be treated by all methcds which 
nave the effect of increasing the immunity of the patient 
or which are detrimental to the pneumococcus. Hitherto 
attention has chiefly beer given to increasing the patient's 
immunity ; now, however, it seems as if a chemical has 
been found which is in some way detrimental to the 
pneumococcus. Let us not discard the older methods, but 
supplement them with the new if we are to obtain the best 
results in the treatment of our patients, which, after all, 
is Our only aim and object.—I am, etc., 


Inoculation Department, St. Mary’s ALEXANDER FLEMING. 


Hospital, London, June 27. 


The New Chemotherapy 


Sir,—The objection to the use of sulphur-containing 
aperients for patients taking sulphanilamide has been 
stressed recently in the columns of the Journal (June 4, 
p. 1236: June 25, p. 1392), the reason for the objection 
being the danger of causing, or aggravating, the cyanosis 
due to sulphaemoglobinaemia. | As the mode of action 
ot the new group of drugs is still so largely a matter of 
conjecture, it may well be that this fear of sulphaemo- 
giobinaemia is quite misplaced, to say nothing of the 
chemical difficulty involved in understanding how so 
stable a substance as, for instance, magnesium sulphate 
can be reduced in the body. 

Sulphur taken by mouth will diffuse widely, as its 
excretion through the kidneys, lungs, and skin indicates. 
This property, incidentally, is taken advantage of in some 
old-fashioned treatments, such as the rectal injection of 
hydrogen sulphide for phthisis or the eating of onions 
for acne, vulgaris. Does the sulphur in the new com- 
pounds dissociate easily in the body? The frequent 
occurrence of sulphaemoglobinaemia suggests that it 
does, penetrating widely, for it must be remembered that 
this condition occurs when there is no other possible 
source of sulphur in diet or drugs. Spectroscopic 
examination of the blood points to its being a common 
occurrence. Perhaps it is an invariable one to some 
degree, if a sufficient dose is taken and the drug is to be 
of service, so that it is the price that must be paid for 
effective action. It is difficult to understand why so 
much anxiety has been caused by it. Marked cyanosis 
in patients subsequently making a good recovery must 
have been seen by all using the new drugs extensively. 
Another toxic sequel has been noted, however, which 
occasionally leads to a fatal result and is of great 
theoretical interest—acute agranulocytic anaemia. 

It is sometimes said that a few years ago the search for 
a drug with a selective lethal action was regarded by 
many as a search for a chimera, yet such drugs were 
known and used. Benzene (5 to 10 minims) is an official 
preparation. It was used in the treatment of leukaemia 
and the precaution of counting the white blood cells 
frequently was taken, as its selective poisonous effect on 
these cells was sometimes very rapid. Recently even 
more specific effects have come to light in a long series 
of cases of agranulocytic anaemia following the use of 
amidopyrine, a derivative of benzene. In these cases 
the action is principally on the polymorphonuclear 
leucocytes. It is interesting in this connexion to consider 
the formulae of the new agents. There are many of 


them, but so far as I know they are all benzene deriva- 


of course, being p-aminobenzenesulphonamide. Are we 
perhaps dealing with a series of which benzene, amido. 
pyrine, and sulphanilamide are members and of which the 
last, by virtue of its easily dissociated and diffusibk 
sulphur, is so modified that it has a specific lethal action 
on some pathogenic organisms which, after all, can in 
some respects be compared with the relatively inde. 
pendently existing white blood cells? It is worth pointing 
out that there is much to suggest that the discovery wa 
an accidental one in the course of a laborious investiga. 
tion of azo dyes. There has been little official informa. 
tion respecting this matter published in this country. | 
would not be the first time that chance has smiled on the 
Farbenindustrie, and, of course, this would not affect the 
practical importance of what came to light, but it would 
certainly help to limit the field of inquiry as to how thes 
drugs work.—I am, ete., 


London, S.W.1, June 27. Epwarb GALLop, 


Treatment of Placenta Praevia 


Sir,—The paper on the treatment of placenta praevii 
by Drs. O. Lloyd and J. E. Giesen (Journal, June I, 
p. 1258) would seem at first sight to show that in hospital 
practice it is possible to plug the vagina in_ placent 
praevia without greatly increasing the risk of sepsis, fo 
in their series the morbidity rate was increased by some 
thing less than | per cent., though the number of casé 
treated by plugging was more than doubled. Probably, 
however, few who read the article will be convinced that 
the fall in mortality was due to the plugging. It seem 
much more likely that it is due to the increased use of 
blood transtusion, seeing that in the second series th 
number of transtusions was thirty-seven, as compared 
with only ten in the first series. 

Do the writers really believe that packing the vagim 
controls haemorrhage from placenta praevia if the mem- 
branes are unruptured? One might expect it to do % 
it the lower uterine segment could be firmly compressed 
against some unyielding object—usually the foetal head 
Whatever may be the possibility of doing this if. th 
membranes are ruptured, it is obviously not possible if th 
foetus is still floating freely in fluid. “ The condition 
the patient was, as a rule, adversely affected by a com 
bination of haemorrhage and shock resulting from th 
operation of plugging” (my italics). May it not be tha 
arrest of the haemorrhage was brought about, not by th 
plugging at all, but by the shock resulting from it? I 
any case, leaving a pack in the vagina for twenty-fou 
hours or more before performing Caesarean section seem 
to be inviting trouble sooner or later. It will be noticed 
for example, that of the sixty-five cases plugged in seriesA 
the number of morbid cases was twenty-two (33 per cent! 
Furthermore, of the twenty-two morbid cases in_ thi 
series no fewer than twenty (91 per cent.) had_ beet 
plugged. Of the 121 cases that were treated withow 
plugging only two were morbid (1.6 per cent.), and @ 
one of these pyrexia was due to a urinary infection. 

If the use of blood transfusion in placenta praevi 
needed any advocacy to-day, this paper, so excellently 
and clearly presented, might furnish strong evidence 
its value. Few, however, will find in it any encourage 
ment to perpetuate the use of the vaginal pack, whit 
most obstetricians nowadays believe to be a septic asi 
therefore dangerous appliance.—I am, etc., 


London, W.C.1. June 20 F. J. BROwneE. 
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CORRESPONDENCE 


The Unconscious Mind and Medical Practice 


Sir,—The article by Dr. Ernest Jones on the uncenscious 
mind and medical practice in the Journal of June 25 (p. 
1354) states the case for a wider application of psycho- 
therapy with an incisive lucidity and a lack of polemic 
which is as refreshing as it is rare among writers on that 
specialty. The first reason he gives for the neglect of this 
all-important side of the healing art is much the most 
serious. I refer to the difficulty experienced by the 
general practitioner in obtaining any form of guidance in 
the technique of this form of therapy. If the parturient 
weman is in difficulties, if the baby suffers from a phimosis, 
or if it later contracts diphtheria and the practitioner 
needs advice as to the best way of dealing with any of 
these problems, he can find at once in his library full, 
simple. and detailed guidance as to the method which he 
ought to adopt. Certainly he will find that the experts 
differ as to which treatment is the best in any given case, 
but at all events the technique will be described with such 
meticulous care that he can at least try out the method of 
his choice. My examples are of sericus conditions which, 
though they might be better treated by a specialist. can 
be. and often are, successfully dealt with by the general 
practitioner. 

Now let us take two not uncommon and certainly 
equally serious functional conditions: impotence in the 
husband immediately after marriage, and functional 
aphonia in a woman whose living depends on her ability 
to use her voice. Neither of these is rare. and the first is 
serious enough to lead to suicide. I have read a few text- 
books and many articles in the journals on psychotherapy, 
but in none of these have [ found the instructions which 
would enable me to set about the treatment of the two 
cases mentioned. Surely some form of technical guidance 
capable of being followed by even the dense “ un- 
ecnscious-ridden ~ mind of the general practitioner can be 
devised. If the whole bedy of family practitioners have to 
wait till they can undergo a period of discipleship in order 
to learn this art then progress is bound to be very slow 
indeed. Is there not still hanging about this specialty 
just a remnant of the dark draperies of the occult. which is 
repellent to that hard core of common sense which has so 
often saved our profession from the pitfalls of immature 
doctrines in the past? Something in the nature of a 
vade mecuin of psychotherapy for beginners is what one 
would like to see. We cannot hope to emulate the work 
of the maestros in the art. but the fumblings of our 
prentice hand might produce results which would inspire 
us to greater effort and attract attention to, and give us a 
respect for, that all-powerful but murky basis of our 
conduct. the unconscious.—I am. ete., 


Malvern Link, June 27. G. WauGH ScoTr. 


Sequelae of War Gas Poisoning 


Sir.—In reference to some correspondence that has 
appeared in the Journal in connexion with mortality rates 
among ex-soldiers, particularly those suffering from 
Sequelae tO War gas poisoning, and the letter which 
appeared in your issue of April 9 last (p. 813) over the 
signature of Dr. W. N. Abbott, I raised this matter by 
question in the House of Commons some weeks ago, and 
your readers may perhaps be interested in a further letter 
which I have received from Mr. H. Ramsbotham, Minister 
of Pensions, who has given authority for its publication. 

It is evident from the large correspondence I have 
received on this matter that there are very many cases of 
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serious disability arising from war gas poisoning which 
have never received any pension from the State, and 
similarly many deaths have been accelerated from the 
same cause which have never come under the notice of the 
Ministry. 

It seems to be the particular penalty of gas poisoning 
to show its effects at a much later stage, and this has been 
a real hardship to many an ex-service man in that he could 
not have made an application for pension at a stage when 
it could be substantiated by accurate medical certification. 
—I am, etc., 


House of Commons, June 23. HENRY Morris-JONES. 


*.* The letter of the Minister of Pensions to Sir Henry 
Morris-Jones, dated June 13, is as follows: 


I have read the items in the British Medical Journal 
issues of the Ist January and 9th April which prompted 
your supplementary question on 16th May, and I am glad of 
the opportunity it affords me of correcting the erroneous 
impression which might be formed (as, indeed. in your 
own case it would appear to have been) from the statistics 
in question. 

It is true that I said on the Motion for the Christmas 
adjournment that the mortality rate among pensioners 
compared with the civil population was 45 per cent. above 
the civilian population of the same age in this country. 
whereas in the United States the excess was 71 per cent. 
and in South Africa 77 per cent. But these mortality 
figures referred, of course, to deaths among all disability 
pensioners from al/ causes, and not exclusively to cases of 
war gas poisoning or respiratory diseases. Incidentally, 
I may say that the excess death rate for disability pen- 
sioners over the average for the population is diminishing. 
For the year ending 3lst March the excess was not more 
than 38 per cent. 

I note the statement over the signature W. N. Abbott. in 
the April issue of the Journal, but this merely reiterates 
the above statistics as I gave them and goes on to say: “It 
has been observed in New Zealand that the mortality 
Statistics {or respiratory diseases are 30 per cent. above 
normal in similar groups of ex-soldiers.” What this means 
is not clear. I can only say, firstly, that we have no 
Statistics of the mortality rate of ex-service men. as distinct 
from pensioners—indeed I know of no country that has: 
and, secondly. that the percentage proportion of deaths 
from respiratory diseases (including tuberculosis) to deaths 
from all causes among the general male population 
between the ages of 35 and 60 in this country is roughly 
25 to 30 per cent.: in other words the mortality from 
this group of diseases is a high one. 


Pregnancy 2nd Leprosy 


Sir.—I have read with considerable interest the article 
on * The Interaction of Pregnancy and Associated Disease ~ 
by Professor R. W. Johnstone (April 9). In this 
nexion your readers may be interested in the relationship 
between pregnancy and leprosy. The leper hospital here 
under my charge has over two thousand patients of vary- 
ing nationalities. Some six hundred of these are females. 
and there is on an average about one birth per month. 

In the interaction of pregnancy and associated patho- 
logical conditions leprosy must be. I imagine. one of the 
few major systemic diseases where such action is totally 
one-sided. Leprosy does not have the slightest effect on 
the course of pregnancy : pregnancy has a marked effect 
on leprosy. A slow but progressive spread of the disease 
is usual, first noticeable in the later months of pregnancy 
and going on long after delivery. A pregnant woman 
with mild symptoms of leprosy may and often does 
become an advanced “textbook ~ case in a year’s time. 
The primary factor is, 1 think, mineral depletion. as in 
my last twenty cases a richer diet with increased calcium 
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intake appears to check the tendency to leprosy aggra- 
vation. 

Metabolic disturbances of various kinds frequently 
precipitate an acute febrile dissemination of leprosy (lepra 
fever). In over seven years’ experience I have never seen 
the strain of pregnancy or parturition cause lepra fever, 
although I have seen very severe attacks after disturb- 
ances of a very much lesser nature—dietary indiscretions 
or a few days’ constipation, for instance. The leprosy 
aggravation caused by pregnancy is insidious and chronic. 
In these cases which I see both parents are, of course, 
lepers. Routine examinations of placenta, cord, and baby 
are constantly negative for Mycobacterium leprae, and the 
child, if removed from the mother at or shortly after birth, 
remains free from leprosy.—I am, etc., 

Selangor, F.M.S Gorvbon A. Ryrie. 


The Active Principle of Cannabis Indica 


Sir,—I am indebted to you for drawing my attention 
to two papers about Cannabis indica which have appeared 
since my retirement from active work. I have now read 
both of them. Neither paper, I venture to submit, 
supports your contention (Journal, June 4, p. 1233). 
R. S. Cahn’s paper (J. chem. Soc., 1933, p. 1400) ts the 
fourth of a series and is an interesting study of a not 
yet complete synthesis of a substance he terms cannabinol. 
It is not, however, the same substance as that which was 
first isolated by Wood, Spivey, and Easterfield (J. chem. 
Soc., 1896, 69, 539)  Cahn’s substance is stable, is 
devoid of pharmacological activity, and has the empyric 
formula C,,H.,,O.. Wood, Spivey. and Easterfield’s sub- 
stance was relatively unstable, was powerfully active 
pharmacologically, and had the empiric formula C,.H.,O.. 
I showed that passing oxygen through the warmed sub- 
stance changed it and destroyed its pharmacological action 
(J. Amer. med. Ass., 1898, 31, 882). 

The note of Bergel, Todd, and Work (Chemistry and 
Industry, 1938, 57, 86) appears to be a search for some- 
thing active without much success. Their pharmaco- 
logical experiments were made on rabbits by intravenous 
medication. Rabbits are but slightly susceptible to 
Cannabis indica and do not show characteristic symptoms. 
and the intravenous administration of an insoluble (in 
water) resinous substance, probably as a relatively crude 
emulsion, is not in my opinion an admissible procedure 
in pharmacological research. I will try to justify my 
statement that the active principle of Cannabis indica 
“was isolated, but perhaps not in its purest form, over 
forty years ago by Wood, Spivey, and Easterfield.” 

They worked with charas, the resinous exudation of 
Indian hemp and the most powerful of cannabis products. 
Their first consignment consisted of many hundredweights of 
the finest charas I have seen. The quality of the initial 
product is of importance. as later research showed. They 
isolated a terpene (1.5 per cent.), a sesqui-terpene’ (2 per cent.). 
a crystalline paraffin (0.15 per cent.), and a so-called red oil 
(31.5 per cent.) which was only such at high temperatures. 
An indistillable pitch and sandy residue were left behind. 
The products were passed on to me for pharmacological 


investigation. The resin (“red oil”) was powerfully active’ 


(Lancet, 1897, 1, 235). Later consignments of charas were 
of inferior quality. They yielded less “red oil.” meantime 
termed cannabinol because it contained an _ alcoholic 
hydroxyl, which again was less active pharmacologically than 
the resin first examined. 

About this time I had to devote myself to other lines of 
research and the close association of chemist and pharma- 
cologist ceased. The chemists continued their work and 
separated from the newer samples a higher homologue. which 
was pharmacologically inactive but to which they unfor- 
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tunately gave the name of pure cannabinol. It will not be 
further considered in this note. 

At the beginning of 1898 I was invited to the Annual 
Meeting of the American Medical Association held in June 
of that year. Unfortunately I was unable to go. I was 
asked to send a communication to be read. As the research 
work in hand was already earmarked | wrote up the work 


done on Cannabis indica and sent it. 1 believe the paper 


~ still remains the most comprehensive account of the pharma- 


cology of this drug. The addenda which I was allowed to 
make summarized 144 animal experiments—thirty-three on 
myself. Curiously,.Sigmund Friinkel writing five years later 
says: “Animal experiments with hashish are in literature 
extraordinarily few.” His own experiments are much less 
numerous, but he figures a somewhat characteristic attitude 
often assumed by dogs which I had previously described as 
“hyenoid.” Rabbits he says are “completely refractory.” 

Since these experiments at Cambridge I have made a 
large number of chemical and pharmacological experiments 
with Cannabis indica. Hemp products have been obtained 
from various parts. chiefly India, and an active cannabinol 
has been prepared from all of them. No further publica- 


tion has been made because. apart from experiments directed: 


to standardizing the drug. no sufficient advance was felt to 
have been made on the Cambridge experiments. All that 
need be said now is that the various cannabinols prepared 
from these various crude products had not quantitatively the 
same intoxicating power. And | may add as of some slight 
importance that I sealed hermetically in a test tube some of the 
very active product isolated at Cambridge and kept it for 
about twenty years without apparent change or loss of 
activity. 

Since the cannabinols prepared by myself from different 
samples of Cannabis indica showed some variation in pharma- 
cological action, can this substance be regarded as the active 
principle of the drug? 1 think it can: and in a simple way 
and as briefly as possible I will try to justify this opinion. 
Let us return to the active red oil isolated from the first batch 
of charas: and let it be conceded that a constant boiling 
point is generally an indication of tolerable purity unless by 
chance we have a mixture of two or more substances with 
boiling points closely similar The red oil distilled over 
in a moderate vacuum (20 mm. Hg) constantly at 265° to 
270°C. ‘It contains a hydroxyl group and can be converted 
into acetyl-cannabinol: and the acetyl-cannabinol can be 
de-acety lized and cannabinol re-formed. But the new product 
possesses little if any pharmacological action. | What has 
happened? Has something disappeared during the trans 
formation? If it had it would be a very remarkable sub- 
stance such is at present unknown to pharmacology and, 
1 think | may add, organic chemistry. On the other hand, 
a slight rearrangement of intramolecular structure is a 
common occurrence of less severe reactions: but on_ the 
nature of such change I shall not speculate. Mr. Cahn, | 
gather, prepares his cannabinol by the method of acetaliza- 
tion and de-acetalization. Although not pharmacologically 
active it is properly allied to the active principle, and its 
complete synthesis may throw some light on possible group 
migrations and lead to the desired haven. But it is no easy 
task, especially as it is difficult to gauge accurately the 
activity of different products. The best way to standardize 
cannabis preparations is to take them oneself. Even then, 
until one becomes expert. the percentage error is consider 
able. I merely wish to state the fact without recommending 
the procedure. 

One point more and one that may be particularly dis 
turbing. The resin in the examples tried did not show the 
imcreased pharmacological effect over the crude drug which it 
should have done if it were the sole active principle. The 
charas containing 32.5 per cent. of resin was somewhat more 
than half as powerful as the resin itself. Although, owing 
to the presence of terpenes. the crude drug may be slightly 
more readily absorbed than the purer resin the cause of the 
difference is more probably due to some degree of oxidation 
occurring during the fractional distillation. | Oxidation 1s 


slow at ordinary temperatures but rapid at high temperatures. 
It is probable that oxidative changes begin immediately after 
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harvesting, and products which reach this country have under- 
gone change due to varying age and sometimes to unsuitable 
storage. Other changes, too, of an intramolecular kind 
possibly occur, producing an inactive or less active product 
which could not be separated from the real active principle 
by fractional distillation. Variations in activity of different 
cannabinols might thus be explained. 

An unstable resin with fhe properties pessessed by 
an active cannabinol explains all the pharmacology of 
Cannabis indica. If the active principle is not such a 
resin it is difficult to conceive what kind of substance it 
can be. Few active principles would survive the heat 
which an active cannabinol bears with impunity.—I am, 
etc., 


Tunbridge Wells, June 9. C. R. MARSHALL. 


Excision of the Patella 


Sirn.—Mr. G. O. Tippett states (Journal, June 11, 
p. 1284) that “in kneeling, which is probably the most 
smple common trauma, the patella takes no_ part.” 
This assertion is incorrect. In kneeling with the knees 
flexed to 90 degrees, which is the usual position, the 
patella takes the majority of the weight. Mr. Tippett 
can easily prove this for himself, provided his patellae 
have not been excised, by flexing his knees to 90 degrees, 
outlining the skin over the knee-cap with ink. and then 
kneeling on a piece of paper.—lI am, etc., 

H. A. BRITTAIN. 


Norwich, June 21. 


Quinsy—Peritonsillar Abscess” 


Sin,x— Tis an ill wind that blows nobody good, and 
while the physician may think the fates hard when, like 
Job—* a perfect and an upright man, one that feareth 
God and escheweth evil “—he suffers from ailments that, 
frankiy, he would prefer to sze in his patients rather 
than in himself, vet he has this great advantage, that 
as a patient he may learn more of a disease, its symptoms, 
and its treatment, than he would as a mere onlooker. 
Part of this meditation is due to the fact that, when 
scarlet fever attacked me while house-surgeon with the 
late Sir Hector Cameron, my transference to Belvedere 
Fever Hospital and my six weeks’ residence there taught 
me more of “fevers” than all the books in my library. 
But the second and more important reflection leads me, 
as a sufferer for half a life-time from acute recurrent 
guinsy, to disagree formally with almost all the sug- 
gestions in the article by Mr. R. Scott Stevenson in the 
Journal of June 18 (p. 1323) on * Quinsy and Retro- 
pharyngeal Abscess.” 

For about thirty years, from 1887—the first attack of 
which I have a clear recollection—to 1917, when | had 
my tonsils removed by the late Dr. Luc of Paris, | suffered 
every year or two from an acute abscess, tonsillar or 
peritonsillar. Your author says that in such cases pus 
forms about the third or fourth day of the illness, which 
lasts from five to fourteen days but should never be 
allowed to run its course. I frankly disagree when he 
goes on to state that “it does good to open a quinsy 
early rather than late, even if only blood and not pus 
flows from the incision.” But I fully agree that * opening 
the abscess is not always as easy as it may sound.” Not 
only is it not easy but it is often impossible. and every 
attempt is made at the cost of extremely acute pain to 
the victim. “It is not uncommon,” he adds, “to fail 
lo open the abscess, even after several attempts.” As the 
Wretched patient can with difficulty open his mouth a 
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quarter of an inch and is hypersensitive, this is not to 
be wondered at. Even with the efficient 7s. 6d. battery on 
the forehead, obviating the use of a torch in the unsteady 
hands of an assistant, and the benzo-cocaine lozenge or 
the 10 per cent. cocaine spray, the author admits that 
“no local anaesthetic has much effect in quinsy.” If 
the abscess fills again after a second incision the auther 
concludes that “it will be well to consider whether the 
tonsil should not be removed.” 

“Vous avez commis une grosse imprudence™” was the 
emphatic remark I heard Professor Tillaux, thirty years 
ago, make to an assistant who removed a tonsil in a 
State of acute inflammation and suppuration—a lesson I 
never forgot. My personal experience as a patient, and 
in no way as a throat expert, is that quinsies should not 
be opened till pus has definitely formed: that less harm 
is done by waiting than by early intervention ; that 10 per 
cent. cocaine is a dangerous spray ; and that tonsils shou!d 
only be removed when all inflammation has subsided — 
I am. etc., 

Cannes, June 20. 


A. A. WARDEN, M.D. 


The Origin of Cancer 


Sin,—In your leader in the Journal of June 18 (p. 1317) 
the opening statement that “the idea has long been aban- 
doned that the ‘cause of cancer’ will be discovered,” if 
taken at its face value, seems calculated to act as a 
“ knock-out” blow to some of those engaged in cancer 
research. Although most laboratory work on this subject 
is now done for the avowed purpose of adding a few 
more facts to the colossal heap already accumulated, there 
are among these researchers many who are sustained in 
their efforts by the hope that they may one day chance 
to stumble upon a clue which leads the way out of the 
intricate maze that now represents the cancer problem. 
To these latter, and still more to those who enter upon 
this research with the definite object of finding a cause, 
an authoritative statement that cancer has no cause. and 
that they are condemned to wander round and round in 
never-ending, if benign, circles or segments of circles, as 
they are now doing. but without the incitement of hope, 
must be anything but an encouragement. 

Surely the above-mentioned statement does not repre- 
sent the opinion of oncologists in general? There are, 
in fact, many clinicians and pathologists working at this 
subject who have reason to think differently. May I take 
the liberty of doing my best to present this other side of 
the case. 

My object is to show that not only will the causes 
of cancer be found, but that they have already been 
found, and are now being sorted out and investigated. 
Writing as an advocate for the optimists, I put my case 
in the form of propositions, as follows: 

Cancer is not one disease but a vast group of diseases. 
Cancers are primarily of internal origin, as contrasted 
with the bacterial diseases. which are primarily of external 
origin. Cancers vary in kind with the nature or species 
of tissue or of animal, so that cancer of one species of 
tissue differs from that of another species, and cancer of 
One species of animal from that of another species. As 
with the bacterial diseases, the causes in general are two- 
told: (a) predisposing, and (db) activating. 

(a) The predisposing or facilitating causes hasten the cycle 
of development and bring on degeneration before its time. 
Among these causes is heredity. The state of pre-degenera- 
tion so produced is the connecting link between the normal 
tissue and the cancer and is commonly known as the pre- 
cancer. 
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(b) The activating causes are agents—chemical or physical— 
which act impulsively upon the degenerate, dedifferentiated, 
embryonoid cells of pre-cancers and cause them to multiply, 
much as agents of a similar nature activate the eggs of sea 
urchins or other lowly organisms and cause them to multiply. 
But, whereas in the former the cells activated are progressive, 
in the latter they are regressive and therefore incapable 
of producing other than degenerate parasitic organisms. In 
both cases the activating causes are selective or specific and 
vary with the species of animal or the species of tissue upon 
which they act. 

Let us now choose some one organ as an example, pre- 
ferably the female breast, that being to the clinician what 
the mouse is to the experimentalist. Owing to disuse or 
inadequate use in suckling, and/or to heredity, the breast 
may degenerate before its normal time. Its dediffer- 
entiated embryonoid cells, instead of quickly passing on 
to the final stage—that of molecular degeneration—as they 
should do, are stimulated and kept alive by hormones 
from the ovary, an organ which has not shared in the 
premature degeneration of its satellite organ. They pro- 
literate to some extent, and are those “ pre-cancer cells ~ 
which fill the ducts and follicles in the fibrocystic pre- 
degeneration known as Schimmelbusch’s disease. If left 
alone these pre-cancer cells continue their course and dis- 
integrate. But should they be stimulated by some adequate 
and suitable stimulus, such as that of a streptococcal 
toxin, of radium, of some mechanical injury, or, above 
all—in the breast—of the luteal hormone, then they may 
start off on that process of endless multiplication which is 
cancer. 

This represents the cause of cancer in its simplest form. 
There are, of course, variants such as when cancer is 
caused by x rays, when the same agent first brings on a 
state of premature degeneration and then activates the 
predegenerate cells. 

It is with much diffidence that I have ventured to com- 
ment in this way on a statement which I recognize as that 
of an authority. And as I am conscious of having pre- 
sented my case rather awkwardly, perhaps I may be per- 
mitted to make it clearer by using a precedent. It was 
not very long ago that it might with truth be said of 
tuberculosis that it was attributed to such a multitude of 
causes that of only one thing could we be sure, and that 
was that its true cause had not been discovered. But now 
we all agree that the cause of tuberculosis is known and 
that it is twofold—a bacillus, which is the actual cause, 
and a group of causes, all of which can be lumped 
together as the predisposing cause. It is these two—the 
seed and the soil—which together constitute the cause of 
tuberculosis. My claim is that we now know enough 
about cancer (and cancers) to be able to say that we 
know its causes in the same way that we know the causes 
of the microbial diseases in general and of tuberculosis in 
particular. With cancer as with the diseases of extrinsic 
origin we have passed from the stage in which the true 
cause is lost in a multiplicity of causes to that in which 
the causes are well defined and can be linked together 
as one. 

Now the question arises: Which of these views is 
correct—the one which denies that the cause of cancer, 
will ever be discovered, because “a malignant neoplasm is 
the resultant of a number of factors,” or the one which 
states that the cause of cancer is already known and that 
it is duplicate or divisible into two factors?—I am, etc., 


HASTINGS GILFORD. 


Reading, June 18. 


** Perhaps the word “the ™~ should have been put 
between quotation marks and not the words “cause of 
cancer.”—Epb., B.M.J. 
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Diphtheria Prophylaxis 


Sir,—During 1937 four cases of small-pox were noti- 
fied in England and Wales with no deaths (Journal, 
June 4, p. 1243), whereas during only one week of this 
year 1,110 cases of diphtheria were notified with twenty- 
six deaths, an increase incidentally of 260 and six, re- 
spectively, on the corresponding week of the previous 
year (ihid., p. 1244). There can be little reasonable 
doubt that the remarkable position in respect of small-pox 
is due largely to compulsory vaccination; unless a con- 
scientious objector the father is not allowed to disfigure 
his child with small-pox, but he may with impunity 
expose him to the grave risk of diphtheria. . 

About 90 per cent. of children between the ages of 
6 ‘months and 5 years are said to be Schick-positive, 
Among 3,000 such children in a London borough who 
were immunized against diphtheria two or three years 
ago not a single case of the disease has since been re- 
ported. In view of what has been achieved in small-pox 
surely it is not too much to ask that all children in this 
country should be immunized. The bogy of diphtheria 
looms larger in the public mind even than that of small- 
pox at the present time. 

It is well known that Schick-positive nurses, doctors, 
and medical students, whose professional duties take 
them into contact with sick children, are very liable to 
contract diphtheria, and this is recognized and guarded 
against in most hospitals—and should be in all hospitals. 
It seems incredible that there are still hospitals in_ this 
country where immunization in such cases is not insisted 
upon, even where successive residents have taken the 
disease. 

Dr. W. Hilton Parry's communication in the Journal 
of June [1 (p. 1264) raises interesting possibilities in the 
treatment of early cases with severe toxaemia. It would 
be valuable to hear from him whether sulphanilamide 
given to such cases before removal to hospital may be 
expected to be beneficial, and whether in fact the whole 
course in these patients in whom a streptococcal toxaemia 
is presumed is influenced by the drug.—I am, ete., 


London, June 22. A. L. CRADDOCK. 


Treatment of Diphtheria 


Sir.—I am much interested to see Dr. W. Hilton Parry's 
note on the treatment of diphtheria in the Journal of 
June 11 (p. 1264). It forestalls to some extent a three-year 
investigation of my own. 

For some time I have found that cases admitted as 
diphtheria required a great deal of investigation as to the 
causation and that swab diagnosis was liable to grave 
errors. It is as well to query all cases of over 17 years 
of age, even with a positive swab, and many under that 
age. Mixed infections such as Vincent’s angina and 
streptococcal throats with or without the presence of 
diphtheria bacilli are quite common ; very frequently the 
diphtheria bacilli are avirulent ; if treatment is carried out 
with antitoxin alone the results are often disastrous. 
Fortunately grave cases may be diagnosed clinically and 
treatment accorded. It is my practice here to use anti 
streptococcal serum or prontosil and, if necessary, some 
arsenical preparation for such cases, with anti-diphtheritic 
serum if required. 

The cases admitted to hospital as diphtheria, with or 
without a positive swab, have shown that the diagnosis 
must be revised in about two cases out of three. 1 think 
the time has come for * observation throats ” requiring 
hospital treatment to be admitted freely to the infectious 
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diseases hospital and to be diagnosed there. In Sunder- beginning in childhood. The latter disease, and not 


land we do admit such cases, and they require hospital 
treatment more in many instances than diphtheria: I 
often wonder how many cases with a negative swab are 
left at home unnotified that would have benefited by 
quick removal to hospital and a dose of anti-streptococcal 
serum. During the past year or two more than half the 
cases that have been admitted to the Sunderland Infectious 
Diseases Hospital as diphtheria have actually been strepto- 
coccal throats or Vincent's angina, and required treatment 
for these conditions. The swab seems useless to diag- 
nose such cases, smears are more helpful, but in the 
former blood culture appears the only useful procedure, 
if obtained early enough. 

I hope shortly to publish an article on the differential 
diagnosis of acute throat conditions based on the cases 
admitted under my care during the last ten years. As it 
is, swab diagnosis leads to an entirely fallacious number 
of notifications of diphtheria, suggesting a much greater 
prevalence of diphtheria in many districts than actually 
exists, and this would be prevented by adding a new 
“indefinite throat condition” to the notification list. 
Many cases are notified as diphtheria merely because 
the clinical condition suggests the need for hospital treat- 
ment, since there are no beds for acute throat conditions 
other than diphtheria. Many practitioners have told me 
that a notification of diphtheria is the easiest way to 
get a bad throat into hospital.—I am, etc., 


E. THorP, 


Sunderland, June 17. Deputy Medical Officer of Health. 


Keratoplasty 


Sirn,—Mr. T. H. S. Tizzard records in the Journal of 
June 18 (p. 1303) an excellent result in a case in which 
corneal grafting was done by a conjunctival flap. An 
examination of the photographs of this case suggests that 
the corneal scar was dense and localized to the centre of 
the cornea: the rim of the pupil is seen. The operation 
of corneal grafting is hazardous and entails a high degree 
of risk: it is a moot point whether in these cases of 
localized opacity an optical iridectomy is not the better 
operation to perform from the patient’s point of view. I 
have always advocated that a corneal graft should not 
be carried out unless the vision of the affected eye was 
reduced to perception of light and the cornea was 
generally cpaque. Furthermore, a graft may remain 
comparatively clear for a year and then suddenly become 
opaque.—I am, etc., 

London, W.1, June 22. 


Atrophic Rhinitis 


Sirn,—I much appreciate the courtesy of Mr. E. D. D. 
Davis's reply (Journal, June 18, p. 1341) to my letter 
(June 4, p. 1236). May I add that I also appreciate his 
Scepticism as to sinusitis being an essential factor in 
atrophic rhinitis. It is only after an experience of 170 
cases over more than thirty years that I have come to 
this conclusion ; treatment accordingly has by its success 
confirmed my belief. The view that atrophic rhinitis is 
the end stage of a hyperplastic—that is, inflammatory— 
Process is proved by the history of the cases and by their 
histology. How a neglected nasal suppuration beginning 
in childhood and lasting for years could miss the ethmoid 
has never been explained. 

The inflammatory process beginning in the mucous 
Membrane and allowed to become chronic affects the 
bone, just as it does in chronic suppurative otitis media 


B. W. RycrorT, F.R.C.S. 


otosclerosis, is the aural analogue of atrophic rhinitis ; 
its history, histology, and treatment are similar. The 
mastoid process and antrum in the one case, the nose 
and maxillary antrum in the other, tend to remain small. 
Thrice I have seen the mastoid antrum obliterated, and 
in one boy the maxillary antrum was almost obliterated. 
Leucocytic infiltration is succeeded by fibrosis and then 
sclerosis ; the microscope shows this in both diseases. 
The fibrosis, by constricting the vascular supply to the 
mucoperichondrium of both surfaces of thin bones, like 
the turbinates and ethmoid cells, hinders development 
and causes sclerosis and atrophy. Nature sometimes 
“cures” the condition by a gradual atrophy of the 
ethmoid honeycomb, but this takes many years and 
then the atrophy is extreme; it is the rhinologist’s 
job to anticipate this and to deal with the ethmoidal 
focus which keeps the process going, and so to prevent 
further atrophy of the turbinates. The sphenoid also 
often needs drainage; the antrum less often. Unlike 
the ethmoid the antrum has a rich blood supply other 
than on its nasal wall, and the walls thicken even when 
it contains no pus. Like Mr. Davis I have often punc- 
tured the antrum with negative result, but this does not 
negate sinusitis of the ethmoid or sphenoid. Usually 
there is an offending cell high up and far back in the 
ethmoid, apt to be missed, and often leading to the 
sphenoid. Usually also the clearing out of the ethmoidal 
cells, with due attention to neighbouring cavities when 
necessary, will stop the crusting. Lack of vitamins is a 
predisposing factor in these children with “dirty noses ~ 
and for successful treatment must be met. Possibly a 
defective supply of magnesium salts may also be a factor ; 
these salts are essential for ciliary function.—I am, etc., 


Glasgow, June 21. JAMES ADAM. 


Tuberculin in Diagnosis 


Sir,—The evidence for my belief that the subcutaneous 
test is selective may be stated quite shortly. A patient 
with tubercle bacilli in the sputum is obviously suffering 
from pulmonary tuberculosis. When treating such cases 
with tuberculin my first dose in treatment is 0.0000001 
c.cm. B.E. Why? Because patients with active disease 
may give a febrile reaction even to a dose as small as 
this. In Chapter VI of The Tuberculin Handbook | have 
set out a series of 106 cases in which the diagnostic value 
of the subcutaneous tuberculin test was compared with 
the radiographic evidence. The cases were those of sus- 
pected pulmonary tuberculosis without tubercle bacilli 
in the sputum. If Dr. J. R. Forbes will refer to that 
work he will, I am sure, agree that the radiographic 
evidence was in favour of the subcutaneous test being 
selective.—I am, etc., 


London, W.8, June 24. HALLIDAY SUTHERLAND. 


Sir,—I have proved beyond doubt, and have certainly 
convinced the leading ophthalmologists at the Royal West- 
minster Ophthalmic MHospital—notably Mr. Charles 
Leonard Gimblett, Sir Richard Cruise, Mr. T. K. Lyle, 
and Mr. E. Wolff—that tuberculin is the essential key to 
the diagnosis, and is also the only safe and certain key to 
the successful treatment, of tuberculous diseases of the eye 
within range of vision, and even in other organs and parts 
of the body, although we cannot observe directly and 
control with our eyes the phenomera of healing. Dr. J. R. 
Forbes will find my book Tuberculin in the Diagnosis and 
Treatment of Tuberculosis probably at the Library of the 
Royal Society of Medicine and certainly at the Library of 
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the Royal College of Physicians. _This and my last book 
Tuberculin: its Vindication by Technique (J. and A. 
Churchill) will disclose the truth. Clear proof can also be 
seen any Monday afternoon at my Tuberculin Clinic, 36, 
Nottingham Place.—I am, ete., 


London, W.1, June 25. W. CaMac WILKINSON. 


Complications of Gold Therapy 


Sik,—Reterring to the letter of Dr. John B. Bennett in 
the Journal of June 25 (p. 1392) describing a case of gold 
“dermatitis.” we are constantly treating considerable 
numbers of patients at the Charterhouse Clinic with injec- 
tions of gold with most satisfactory results, and in some 
cases quite dramatic improvement. In our series we have 
never had any toxic reaction of any kind whatever, nor 
has any single patient ever developed a dermatitis. We 
are convinced therefore that these complications are 
entirely unnecessary, and are simply due to the method of 
administration, and more particularly to the amount of 
gold given. 

Gold is most valuable when interposed in a course of 
vaccine treatment where hyperergy develops. The gold is 
given in minimum doses at as long an interval as possible, 
depending on the tendency of the symptoms which are 
allayed by the gold to recur. The usual period is a fort- 
night, but three weeks or even a month may elapse during 
which period the symptoms are relieved. It is true that 
after the first injection there may be an exacerbation of the 
rheumatic pains, and if this is found to occur on the next 
occasion the amount of gold injected is one-tenth of the 
initial dose. In rare cases even one-hundredth of the 
dose is required before relief is obtained. The kind of 
gold salt used does not appear to make very much differ- 
ence.—I am, etc., 


London, W.1, June 27. H. WarREN CROWE. 


Blood Pressure after Spinal Anaesthetic 


Sir,—Mr. D. L. Lewis and Dr. E.G. M. Palser (Journal, 
June 4, p. 1202) state that falls in the systolic and diastolic 
blood pressures after a spinal anaesthetic are regular and 
begin 2.6 and 2.2 minutes after administration, ceasing 
after 13 and 12} minutes for the systolic and diastolic 
pressures respectively. They say the recovery is to the 
extent of 74 to 104 per cent. of the initial values, and 
occupies eight minutes. 

Looking back at records taken during the past year of 
blood-pressure curves following spinal analgesia alone, 
I find a great variation in the times of onset and recovery. 
In all cases the anaesthetic is the same, but some exhibit 
only a slight fall and others go on falling for fifty minutes. 
This divergence of results is interesting, because it points 
to the fact that spinal analgesia alone is not adequate 
to protect the patient from shock-producing stimuli, except 
in the case of very low blocks.—I am, etc., 

R. P. Harsorp, 


Demonstrator in Anaesthetics, 
University of Liverpool. 


June 24. 


Three professors of the Lyons medical faculty have recently 
retired—namely, Drs. Collet (oto-rhino-laryngology), Cluzet 
(biological physics, radiology, and physiotherapy), and Gayet 
(urological chemistry). A new chair has been founded at the 
faculty for infectious diseases, and its first occupant is Dr. 
Joseph Chalier, hitherto professor of medical pathology. 


Obituary 


JOHN V. W. RUTHERFORD, M.B., C.M., 
Consulting Surgeon, Newcastle-on-Tyne Infirmary 

The death took place on June 21 of Colonel J. V. W, 
Rutherford in his eighty-second year. John Victor 
Walton Rutherford was educated at Bedford School, sub- 
sequently proceeding to the Royal High School, Edin- 
burgh, and later to Edinburgh University, where he gradu- 
ated M.B., C.M. He was for some time honorary surgeon 
to the Newcastle Royal Victoria Infirmary. Betore and 
during the war he held the position of Assistant Director 
of Medical Services of the 50th Division, and was men- 
tioned in dispatches for his services in France. After 
returning from France he became D.M.S. at Catterick 
Camp: trom 1918 to 1922 he was Honorary Colonel 
of the R.A.M.C. (Northumbrian Division). On his retire- 
ment from the Newcastle Infirmary he went to reside 
in the South of France, but returned to Neweastle last 
September. He had been in indifferent health for the last 
two years. Colonel Rutheriord was a keen sportsman and 
one of the stalwarts of Rugby football, and did notable 
service in the Northern Football Club and the North- 
umberland Rugby Union. Of a kindly nature, he was 
most popular with all with whom he came in contact, and 
his death will be regretted by his many friends in the 
Neweastle-upon-Tyne district. He is survived by his wife 
and one son. His first wife was the daughter of the late 
Sir Walter Scott : she died in 1922. 

Professor G. Grey Turner writes: 

With his brother, the late Dr. Vickerman Rutherford, 
John Victor Walton Rutherford started in general practice 
in Newcastle-on-Tyne to carry on the work of their father, 
who was not only a successful practitioner, but a very 
well-known educationist. It was, in fact, as a result of 
the efforts of John Rutherford senior that the College 
which still flourishes under his name was founded. 


The subject of this note was educated in Edinburgh, 
where he was well known as a Rugby player. He was 
always attracted to surgery, and when the opportunity 
arose at the Newcastle Infirmary he sought election. In 
1897 he became assistant surgeon and for some years was 
associated in that capacity with Professor Rutherford 
Morison. In 1906 he was appointed to the full staff with 
charge of wards and continued in that office until 1917, 
when he retired on reaching the age limit and was made an 
honorary consulting surgeon. John Rutherford had a 
great knowledge of human nature and was very shrewd, 
and sometimes made striking diagnoses by some process 
of intuition. He was always considerate to his patients 
and was popular with his colleagues. Rutherford had 
good hands and was a very nice operator, but was not 
attracted to the routine of hospital work or of teaching: 
but he did encourage the junior members of his firm and 
gave them many opportunities and was always interested 
in their exploits. I was associated with him at_ the 
Newcastle-on-Tyne Infirmary during the whole of my 
hospital service as registrar and as assistant surgeon, 
and grateful for the encouragement which 
received. Comparative affluence at that time enabled 
Rutherford to enjoy those country pursuits at which he 
was an adept and also allowed him time to take 
a very active interest in the old volunteers and in ihe 
Territorial Army. At the outbreak of the late war he was 
A.D.M.S. for the Northumbrian Division of the Territorial 
Army and served in France in that capacity. 


in 
to 
to 
th 
Pr 
in 
Me 
1} 
the 
lea 
alli 
eX] 
Dr 
as 
ide 
ob: 
fes 
de\ 
Ed 
} 
wo 
apy 
anc 
me 
str 
by 
bar 
sen 
spe 
age 
der 
Clu 
toa 
i Bai 
we 
din 
anc 
ext 
rar 
liste 
tha 
bet: 
do 
in 
bee 
tint 
his 
rect 
His 
of 
of 
and 
the 
offic 
| ene 
Ver 
was 


Victor 
, Ssub- 
Edin- 
gradu- 
irgeon 
e and 
rector 
men- 
After 
terick 
olonel 
retire- 
reside 
le last 
last 
and 
otable 
North- 
e was 
and 
in the 
s wife 
ie late 


srtord, 
ractice 
father, 
a very 
sult of 
“ollege 


burgh, 
le was 
rtunity 
n. In 
rs was 
erford 
ff with 
1917, 
ade an 
had a 
hrewd, 
OCess 
atients 
‘d= had 
as not 
ching 
m and 
erested 
at. the 
of my 
irgeon, 
lich 
‘nabled 
lich he 
» take 
in ihe 
he was 
ritorial 


2, 1938 
“Colonel John,’ as he was always known, was 
immensely attached to his own homeland and to the 
Newcastle-on-Tyne Infirmary, and when his health began 
to fail very seriously during the last year or two he returned 
to Newcastle, where he died. He was buried in Benwell 
Churchyard, not far from his old home, on June 21, 
the funeral being attended by some of his old residents. 


F. J. BAILDON, M.B., C.M. 


Professor R. J. A. Berry writes: 


During the now steadily accumulating burden of years 
in which it has been my weekly task to open the British 
Medical Journal, and at least to glance through its pages, 
] have from time to time been saddened by learning of 
the unexpected death of some old friend or former cole 
league. That the issue of June 25 should have accident- 
ally opened at the very page recording the totally un- 
expected death of a life-long and greatly honoured friend, 
Dr. F. J. Baildon, was as melancholy a coincidence as 
it was an extraordinarily grievous shock. No man could 
have known Francis Baildon as long and as intimately 
as I did without realizing his lovable nature, his high 
ideals, his sincerity and loyalty as a friend, his scrupulous 
observance of the highest and best traditions of the pro- 
fession he loved so well, and his abounding and abiding 
devotion to his and my Alma Mater—the University of 
Edinburgh. 

Most men if they are honest, at least with themselves, 
would readily admit their indebtedness in life to some 
apparently trivial circumstance. Baildon was a very early 
and lasting influence in my life. He it was who advised 
me to abandon commerce for medicine, who assured some 
strangely doubting relatives of my ability to pass the then 
by no means difficult professional examinations which 
barred the aspirant’s entrance to medicine, and who finally 
sent me to his own university. It was, therefore, with a 
special and peculiar pleasure that only a few months 
ago I accepted his invitation to attend, under his presi- 
dency, the dinner of the Manchester Edinburgh University 
Club, and to propose under his kindly dictatorship the 
toast of Alma Mater—his and mine. 

Such were my first and last recollections of Francis 
Baildon. His friendship meant much to me. Never did 
we meet in London, whatever the business, without a 
dinner at his club on “ the sweet shady side of Pall Mall,” 
and here did Baildon reveal his richly cultured mind. his 
extensive knowledge of life, love, letters, and art, and 
rarely Was a man’s after-dinner talk more worth the 
listening te. To him then, a man to whom I owe more 
than to any other of his time and generation of those 
better things which alone make life the better worth living, 
do I pay this last personal and affectionate tribute. 


WILLIAM HUDSON, M.D., D.P.H. 


Dr. William Hudson died at the age of 54 at his home 
in Bedlington, Northumberland, on June 19. He had 
been in failing health for over two years, but had con- 
tinued to serve his patients up to within two months of 
his untimely death. He was born at Bedlington and 
received his early education at Morpeth Grammar School. 
His medical training was at Durham University College 
of Medicine, and he there proceeded to the degrees 
of M.B.. B.S. Subsequently he obtained his M.D. and 
D.P.H. at the same school. He conducted a large panel 
and private practice in his native town, and also held 
the offices of medical officer of health, Poor Law medical 
officer, and public vaccinator. Dr. Hudson was a most 
energetic and conscientious practitioner and was held in 
very high esteem by colleagues, patients, and friends. He 
Was generous in disposition and had a great capacity for 
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making and retaining friendships. He was in great de- 
mand at all social functions in his neighbourhocd, and 
his quick tongue and ready wit made him exceptionally 
popular. He had been a member of the British Medical 
Association since 1915, and had been chairman of the 
Blyth Division. He is survived by his wife and two sons, 
one of whom has already embarked on a medical career. 


Dr. Wilbur C. Lowry (honorary secretary of the Blyth 
Division) sends the following appreciation: By Dr. 
Hudson’s untimely death Blyth Division and the British 
Medical Association have lost a most influential and 
active member. He was never absent from any meeting 
of the Association in the district except on urgent business. 
He could be relied upon to contribute to the value of a 
scientific meeting by pointed questions or by information 
or criticism of a practical and pertinent nature. At a 
medico-political meeting his advice was of that broad- 
minded nature which enhanced the practitioner’s status 
in the neighbourhood as an individual and as a member 
of the community ; while at the social gatherings he was 
able to relax and enjoy a song or story to the full. Dr. 
Hudson was chairman of the Blyth Division on two 
occasions in recent years and, until failing health com- 
pelled him to relax, was a member of the Executive 
Committee. He was also a member of the Contract 
Practice Committee of the North of England Branch. 
He was a most energetic worker, and was reported to 
have a store of “odd jobs” on hand on which he could 
draw if routine demands became slack. As a practitioner 
Dr. Hudson was cool, detached, and accurate in his 
observations, as befits a scientific mind, shrewd and quick 
in his deductions, which gave him the reputation of being 
“ good at diagnosis,” and as a result efficient and helpful 
in treatment. And, in addition, wherever one met him, 
whether at the bedside of a patient, in general discussion, 
or in public service, one had the impression that the 
central object in all this concentration and energy was 
an individual patient who required treatment as a human 
being rather than as the medium of some interesting 
disease. Herein lay Dr. Hudson's success as a general 
practitioner and as a public administrator, and above all 
as an individual himself. 


We regret to record the death of Dr. LEONARD CHARLES 
TatBot Dosson, latterly of Bournemouth and formerly 
of Holland Park Avenue, London, where he practised for 
some years with his son Dr. Eric Dobson, who died in 
February, 1937. Leonard Dobson was born in London 
in 1864, and received his education at Cranleigh School 
and St. Bartholomew's Hospital. In 1885 he obtained the 
diplomas M.R.C.S. and L.S.A., and in the following year 
the L.R.C.P. when he graduated M.B.Lond., winning 
the gold medal and first-class honours in obstetrics, and 
proceeding M.D. in 1888. He had been a member of the 
British Medical Association for fifty-one years. One of 
his earliest posts was that of senior clinical assistant in 
the Throat Department at the West London Hospital ; 
he was also electrical assistant at St. Bartholomew's 
Hospital from 1905 to 1910, and physician in charge of the 
electrotherapeutic department of the Freemasons’ Hospital. 
His connexion with the West London Hospital was 
especially close for a long time, and he was an ex-president 
of the West London Medico-Chirurgical Society. He con- 
tributed to its journal articles on the injection of ether 
into the abdominal cavity after operations on septic cases, 
the use of radium in the treatment of lupus erythematosus, 
and the practical treatment of rheumatoid arthritis. He 
was a devoted Freemason, and travelled frequently from 
Bournemouth to attend meetings of the Cavendish Lodge, 
of which, like his son later, he was for a term W.M._ His 
death is mourned by a large circle of friends and colleagues. 
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Dr. Royat SamMuEL COPELAND, the only physician 
serving in the United States Senate, died at Washington 
on June 17, aged 69. A graduate in medicine of the 
University of Michigan, he had been Director of the 
Flower Hospital and Health Commissioner for New 
York City. 


The following well-known foreign medical men have 
recently died: Dr. ALBERT PETERS, emeritus professor of 
ophthalmology at Rostock University, aged 76; and Dr. 
Freperic Moutsset, honorary physician to the Lyons 
hospitals, corresponding member of the Académie de 
Médecine and officer of the Legion of Honour. 


Medical Notes in Parliament 


The Royal Assent was given on June 23 to the Preven- 
tion and Treatment of Blindness (Scotland) Act, the 
Infanticide Act, and the Housing (Rural -~Workers) 
Amendment Act. 

In the House of Lords on June 28 the Criminal Pro- 
cedure (Scotland) Bill, which has passed the House of 
Commons, was read a second time. 

The House of Commons this week completed the 
Committee stage of the Finance Bill. 

The Tuberculosis (Attested Herds) Scheme, 1938, was 
laid on the Table of the House on June 27, as was also 
the Annual Report on Alkali, etc., Works. 

On June 28, in the House of Commons, on the motion 
of Earl Winterton, a return was ordered of licences 
granted under the Act of Parliament for experiments 
performed in 1937 and the registered places at which such 
experiments might be performed. 

In view of the volume and importance of the work 
connected with air raid precautions, Mr. Geoffrey Lloyd, 
Parliamentary Under-Secretary of State for the Home 
Department, will devote practically the whole of his time 
to assisting the Home Secretary in the conduct of this 
branch of Heme Office business. Earl Winterton, 
Chancellor of the Duchy of Lancaster, will help the Home 
Secretary with his other work. 


Assessing Nutrition in School Children 


During the debate on the Education Estimates on June 20 
Mr. KENNETH LINDSAY said there had been criticism of the 
clinical method recommended by the Board of Education for 
the assessment of the nutrition of school children. There were 
admittedly inconsistencies between the returns for similar areas, 
showing that different standards had been adopted by school 
medical officers. They would all like to find some index 
which would accurately measure malnutrition. It was not easy, 
When dealing with 5.000.000 children, to arrive at a proper 
method of assessment, unless they proposed to give school 
meals to all on a contributory basis, and if they did that they 
would have to be prepared for the appropriate expenditure. 
He was sure no one would desire such an index more than 
the Advisory Committee on Nutrition, yet they stated that the 
Board’s own method, which was being used at the moment, 
was the most promising. Various alternatives had been sug- 
gested which he, as a layman, had examined, and which experts 
had long ago worked out; but they all had serious limitations. 
They did not apply the test which the Board required, and the 
Board, therefore. was bound to conclude that the clinical 
method, based on the opinion of an experienced physician, 
was the best at present open to them. He did not say they 
would not discover a better, but at present it was the best 
available, and if applied with skill, and most of all with under- 
standing, it discovered the great majority of children whose 
nutrition was defective. The returns for 1937 showed an 
increase in the percentage of children with excellent nutrition, 
and a slight fall from 0.7 per cent. to 0.6 per cent. in the per- 
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centage with bad nutrition. Deficiencies in diet still existed, 
but there were other causes of subnormal nutrition, such as 
heredity, want of sleep, bad environment, and the effects of 
illness or infectious disease. The past year had shown an 
increase from 248 to 264 in the number of local education 
authorities which provided free meals or milk for necessitous, 
undernourished children. 


Paratyphoid Outbreak in the Isle of Lewis 


On June 21 Mr. Weppersurn, replying to Mr. M. Mac- 
Millan, said that an official report had been received by the 
Department of Health for Scotland regarding the outbreak 
of paratyphoid fever at Aignish, Isle of Lewis. The investi- 
gation by the county medical authorities suggested that there 
Was no common source of infection such as milk or water, but 
indicated the possibility of the outbreak having arisen from 
the consumption by one of the patients of shell-fish on the 
seashore. The Department of Health were advised by the 
county medical ofticer on May 18 that there had been no fresh 
cases for three weeks, and that the outbreak might be regarded 
as over. 

Mr. MacMiLtan asked whether, in view of the fact that 
about two months after the outbreak of the epidemic appar- 
ently no investigation had been undertaken and no report 
made, the Under-Secretary would explain at what time the 
investigation was actually made. 

Mr. WeEDDERBURN: The Department received from the 
medical officer on April 27 a report on the outbreak of 
paratyphoid. The first case was brought to the notice of the 
assistant medical officer of health for Stornoway on April 16, 
and according to the latest report there had been no further 
cases since April 27. 


Legislation on Government's Milk Policy 


Dr. Ettior announced with regret on June 22 that it was 
impossible tor legislation to be introduced and considered this 
session which would give effect to the Government's pro- 
posals on milk policy. The Government hoped to introduce 
such legislation next session, and as an interim) measure would 
ask Parliament before the Summer Recess to extend the chief 
provisions of the Milk Acts until September 30, 1939. An 
extension of Section I! of the 1934 Act would enable 
Exchequer contributions to be made towards the cost of 
schemes for cheap milk for school children and for expectant 
and nursing mothers and children under school age. To 
facilitate development of these schemes the Government would 
ask Parliament to provide £250,000 in addition the 
£500,000 hitherto made available annually. 

The Milk (Extension and Amendment) Bill was presented 
in the House of Commons by Mr. W. S. Morrison, supported 
by Dr. Elliot, on June 24, and was read a first time. — Its 
purpose is “to extend certain temporary provisions of the Milk 
Acts, 1934 to 1937: to release milk marketing boards and the 
Government of Northern Ireland from certain obligations 
under those Acts, and for purposes connected with the matters 
®foresaid.” 


B.M.A.’s National Medical Service Proposals 


Mr. WatterR GREEN inquired on June 23 whether the 
Minister of Health had considered the report recently pub- 
lished by the British Medical Association outlining a scheme 
for a national health service, and whether he intended to take 
any action in the matter. Dr. Ettior said he was not yet 
in a position to indicate the attitude of the Government in the 
matter. 


Maintenance of Child Health 


The Estimates for the Ministry of Labour were discussed 
in the House of Commons on June 24. 

Mr. L. S. Amery said the State should consider at any rate 
the minimum conditions of health for children. The State 
contributed to the maintenance of a worker's children when 
he was dead. Should it make some allowance for the 
sustenance of those children while he was alive if his wages 
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were inadequate to sustain them? The present flat-rate wages 
system meant that the coming of each additional child was 
a hardship to the rest of the family and to itself. A survey 
of milk consumption in working-class households showed that 
the consumption per head fell in the larger families, just 
where the need of it was greatest. The medical officer of a 
jarge industrial concern wrote that working-class parents could 
have only one or two children if they were to afford an 
adequate diet for them. That was a major national catastrophe. 
All but the most improvident elements in the community 
were yielding to the inducement to restrict their families. 


Dr. HADEN GUEST said the Minister of Labour should call 
for a report on the physical condition of all families on un- 
employment assistance. A medical report on its condition 
should be rendered at least once a quarter so long as a family 
was receiving unemployment assistance. If the Minister 
received these reports he could not resist the argument for 
increasing the allowances to an amount adequate to give those 
children proper food: Dr. Guest suggested that Parliament 
should abandon the effort to find the elusive standard of mal- 
nutrition, and should say that if a child did not come up to 
a reasonable standard of heaith and nutrition it should be 
treated as undernourished. As an old consultant medical 
oficer of the London County Council he assured the House 
that this would be an easier way technically. The Minister 
should consider a scheme to provide cheap milk in the home. 
In Ulster by administrative measures the price of milk had 
been reduced by about one-half compared with the price in 
this country. Why not have a five-years plan to improve the 
nutrition of the children in this country? 

Mr. ERNEST BROWN said he desired to say a good deal 
about family allowances and the relation of human need to the 
wage structure, but would do so on another occasion. 


A motion to reduce the Ministry of Labour vote was 
rejected by 200 to 97. 


Refugee German and Austrian Doctors 


Cn June 25 Mr. PARKER asked the Home Secretary whether 
tefugees from Germany and Austria were allowed to practise 
as doctors or dentists in this country if suitably qualified ; 
and whether the Government, in dealing with this question, 
consulted the principal professional organizations concerned. 

Mr. LLoyp said that permission had been given in a limited 
number of cases to refugee doctors and dentists from Germany 
to practise their profession after admission to the British 
Medical and Dental Registers. The question of admitting a 
further number of refugee doctors and dentists from Austria 
was under consideration. Before reaching a decision the 
Home Secretary proposed to consult representatives of the 
medical and dental professions in this country. 


Constitution of Ophthalmic Benefit Committee 


On June 28 Major MacnaMaAra asked the Minister of 
Health why the Ophthalmic Benefit Approved Committee, 
Which was a statutory committee, did not give their names 
to bona-fide persons who had to appear before them or had 
to have dealings with them, and if he would state the names 
of the Committee. Mr. BERNays said that the Minister was 
not aware that the Ophthalmic Benefit Approved Committee 
had declined or would decline to give the names of the 
Members to any persons with whom they had official relations. 
The Committee consisted of fourteen representatives of 
approved societies and an equal number of opticians, with 
Sir Robert Young, M.P., as chairman. There were also two 
oficial observers with no voting power, one from the Ministry 
of Health and one from the Department of Health for 
Scotland. 


Detention of Mental Defectives 


In the House of Lords on June 27 the EARL OF MUNSTER 
Moved the second reading of the Mental Deficiency Bill, which 
has passed the House of Commons. He explained that the 

ill adjusted a position of serious difficulty which had arisen 
from a recent judgment of the Court of Appeal in connexion 
with the Mental Deficiency Acts. The Board of Control, 


which had to review the position of 3,000 patients each 
quarter, had been advised that they could have a few days 
after the end of each quarter in which to make an order 
continuing the period of detention, if they thought fit. The 
Court of Appeal, however, expressed the opinion that there 
was clearly a slip in the drafting of the Mental Deficiency 
Act of 1913 which ought to be put right by legislation. As 
the law now stood, there were thousands of persons of this 
kind against whom orders had been made in complete good 
faith after taking counsel’s opinion and exercising every care, 
and at the moment these orders were invalid. It was impos- 
sible, as the law now stood, for the Board of Control at 
quarter days to examine 6,000 documents and, in addition, 
look into certificates and reports to see if they were justified 
in continuing the orders. The Bill declared that the orders 
which had been made were valid, and that an order made 
under the Act of 1913 might be continued by an order made 
by the Board of Control within one month after the date 
on which, but for the Bill, the order would be limited to 
expire. Probably the whole of the month would not be 
needed, but it really was not in the interests of the deficients 
that the Board should not have time to consider the matter 
before making the necessary order. 


The Bill was read a second time. 


Sleeping Sickness: Free Treatment in Necessitous Cases.— 
On June 21 Mr. ParkKeR asked the Minister of Health 
whether, in view of the difficulties and financial burden in- 
curred by any family in which there was a case of sleeping 
sickness, he would consider the provision of free treatment and 
care for persons suffering from this disease. Mr. BERNAYS 
said no serious difficulty had been experienced in securing 
suitable accommodation for persons suffering from this dis- 
ease, and where the accommodation was provided by a local 
authority the authority had power to remit any charges if 
they were satisfied that the financial circumstances of the 
patient justified this course. ; 


Malaria Units in British Colonies.— Mr. 
MacDonaLD stated on June 22 that in the southern United 
States full-time malaria units, consisting of a physician, an 
engineer, and an entomologist were now added to the staffs 
of State health departments and that similar steps had for 
some years past been taken in most British colonies. 


Cleanliness of Milk Containers and Churns.—Answering Sit 
Joseph Leech on June 23 Dr. Exttior said the Milk and 
Dairies Order, 1926, required every vessel used for containing 
milk to be kept at all times in a state of thorough cleanliness, 
and in particular to be washed after use and cleansed and 
scalded with boiling water or steam before it was used again. 
Dr. Elliot further said that the Milk and Dairies Order, 1926, 
placed a duty on the dealer to cleanse churns thoroughly 
before returning them to the producer, and on the producer 
to cleanse and scald with boiling water or steam all vessels 
used by him for containing milk. Failure to carry out these 
duties was an offence punishable by fine. He was not 
satisfied that an attempt at closer definition would assist in 
the administration of the law. 


Superannuation Scheme of Mental Hospital Officers — 
Captain ELListoN asked on June 23 whether, as under the 
Asylum Officers’ Superannuation Act, 1909, an officer dis- 
missed for misconduct might, at the discretion of the visiting 
committee, be entitled to a refund of contributions, whereas 
no refund could be sanctioned in the case of an officer who 
voluntarily resigned, it was proposed to correct such anomaly 
by amending legislation. Dr. ELtiot, in reply, said the super- 
annuation scheme applicable to asylum officers was very 
liberal, the benefits being high and the contributions paid by 
them low. As at present advised, he saw no reason to pro- 
pose the suggested amendment. 


Committee on Nursing Service—The committee dealing 
with the nursing service is still engaged in the hearing of 
evidence and Dr. Elliot cannot say when it will be in a 
position to issue a report. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended June 18, 1938, 
Figures of Principal Notitiable Diseases for the week and those for the corresponding week last year, for : (a) England and Wak 


(London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. Median values for th 


jast 9 years for (a) and (b). 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : (a) The 126 great towns (124 in 193} 
in England and Wales (including London). (b) London (administrative county). (c) The 16 ean towns in Scotland. (d) The | 
principal towns in Eire. (e) The 10 principal towns (9 in 1937) in Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 


| [1929-37 (MedianValue 
— 1938 1937 (Corresponding Week) Corresponding Weeks 
Disease 
© | @ | | © | @ | | & 
Cerebrospinal fever 12 2 18 5 | 10; — — | a 
Diphtheria . . | 889; 115] 167 | S57] 169 1,026! 129 189{ 52 | 17 877 164 
Dysentery | 37) 14 | 27] | 49 10 | 
Deaths | —| — 
Encephalitis lethargica, acute... 3 + | — 
Enteric (typhoid and 15 5 3) 3 24 5 | 30 
Erysipelas .. 58; 6; 2 | 52; 4 3 
Deaths .. — 2 | 
Infective enteritis or diarrhoea under 2 years... | | 
Deaths .. 48) 20 16) 7 l 41 10 14 3| 2 
Ophthalmia neonatorum .. = os te 106 | 3 31 | —f 139; 21 | 34 | 2 
Deaths | | | 
Pneumonia, influenzals .. 787 | 49 2 | 18] 574) 42 5 3 796 52 
Deaths (from Influenza) 21 1 l 7) l 1 | | 
Pneumonia, primary 205| 17] 144 2) 
Polio-encephalitis, acute .. —| — 
Deaths .. brs — | —| 
Puerperaifever .. 2t 2 11 2 39 5 9; — 
Puerperal pyrexia .. | 174) 19) | 28 825; 22) 8 1 
Deaths | | 
Deaths = 
Scarlet fever .. 11,746] 156; 383  7791,549| 138) 1,551 247 
Whooping-cough .. | 119 34 | 180 6 
Deaths .. 15 3 | 1 13) 3 4 | 
Deaths (0-I year) .. .. | 59} 80! 24) 15] 304; 63; 22] 19 
Infant mortality rate (per ] 000 live births) ~ 51 48 | 50 | 37 | 
Deaths (excluding stillbirths) 4,172) 736) 181) 13493,768 724 | 126 
Annual death rate (per | ,000 persons living) . 10.3 9.4 | 11.4) 12.2) 11.99 9.3) 9.0) Pb2] 12.0) 12.1 
Live births . .. {7,685 |1,393) 974, 393) 24697,165 1,336) 979 | 425| 252 
Annual rate per i ,000 persons living .. | 18.9] 17.7} 19.8] 26.5] 21.8] 17.7; 16.8 20.0 | 29.0] 24.1 
Stillbirths .. | 297| 55 | | 310 46| | 
Rate per 1,000 total births (including stillborn) 38 | Ai; 33 
* 1 case in Belfast. ; Death from puerperal sepsis. 
+ After October 1, 1937, puerperal fever was made notifiable only in the S$ Includes primary form in figures of England and Wales, Londoa 
administrative county of London, (administrative county), aad Norihern Ireland. 
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EPIDEMIOLOGICAL NOTES * 


Enteric Fever 


During the week under review there were 15 notifications of 
enteric fever in England and Wales, compared with 30 in the 
previous week: of these, 5 (2) were in London—2 in Battersea, 
and | each in Chelsea, Kensington, and Woolwich. In Scotland 
there Was 1 case of paratyphoid fever in Greenock. 


Diphtheria and Scarlet Fever 


In England and Wales notifications of diphtheria fell in the 
week under review from 912 to 889, but in London there was 
an increase of 2—113 to 115. Notifications of diphtheria rose 
slightly in Scotland, and in Eire there was a considerable 
increase ; in Northern Ireland, however, an appreciable drop 
was noted. Deaths in the 126 Great Towns of England and 
Wales rose from 23 to 29, while in London they fell from 
410 3. Of the 29 deaths from diphtheria recorded in the 
126 Great Towns 3 (1) occurred in South Shields and 2 each 
in Liverpool (1) and Derby (0). There were 4 deaths from 
diphtheria in the 16 principal towns of Scotland during the 
week—3 (0) in Glasgow and 1 (0) in Paisley. There was a 
slight rise in the notifications of scarlet fever in England and 
Wales during the week under review—1.746 compared with 
1.743—and in London, where 156 cases were recorded, as 
against 149 in the previous week. In England and Wales the 
figures were in excess of the median value for the last nine 
years, but in London they were considerably less. In the Great 
Towns of England and Wales 5S deaths from scarlet fever were 
recorded. compared with 4 in the previous week: there were 
no deaths from scarlet fever during the week in London. 
Notifications in Scotland fell from 420 to 383. with no deaths, 
while in Eire and Northern Ireland they rose from 74 to 76 and 
66 to 77 respectively: in Northern Ireland there were 2 deaths 
—both in Belfast. 


Primary and Influenzal Pneumonia 


Notifications of primary and influenzal pneumonia in Eng- 
land and Wales fell from 801 to 787 during the week under 
review, and in London from 63 to 49: both these figures were 
well below the median values for the last nine years for England 
and Wales and for London. Fewer deaths from influenza were 
reported in England and Wales and London during the week. 
aiso in Scotland, where they fell from 3 to 1. In the West 
Riding (Yorks) 88 (121) cases were notified. of which 27 (34) 
were in Sheffield, 21 (38) in the Administrative County, 13 (19) 
in Leeds. 7 (10) in Bradford. In Warwickshire 48 (49) cases 
were notified, of which 29 (38) were in Birmingham. Of the 
167 (120) cases reported in Lancashire 42 each occurred in 
Liverpool (27) and Manchester (19). There were 21 deaths 
from influenza in the 126 Great Towns of England and Wales 
during the week ; of these, 3 (4) were in Manchester and 2 each 
in London (6), Liverpool (1), Birmingham (2), and West Brom- 
wich (1). In Scotland 205 cases of primary pneumonia were 
notified, compared with 210 in the previous week ; there were 
only 2 cases of infiuenzal pneumonia—as against 11 in the 
previous week—and 1 death, which occurred in Glasgow. In 
Eire there were 17 cases of pneumonia and 8 deaths. 6 (10) of 
Which occurred in Dublin. There were 11 (15) deaths from 
Pneumonia in the ten principal towns of Northern Ireland 
during the week—10 (11) in Belfast and 1 (2) in Londonderry. 


Measles and Whooping-cough 


In the 126 Great Towns there were 14 deaths from measles, 
compared with 12 in the previous week : of these, 5 (0) were 
In London, 3 (2) in Leeds. 2 (1) in Bury, and 1 each in 
Tottenham (2), Portsmouth (0), Kingston-upon-Hull (0), Liver- 
pool (0). During the week 680 cases were reported from the 
LCC. elementary schools, compared with 660 in the previous 
week. The average daily admissions to the L.C.C. fever hos- 
Pitals were 24, compared with 33 in the previous week. and 
the number of cases of measles under treatment in these 


*Except where otherwise mentioned figures in parentheses refer 
to the week preceding the one under review. 


hospitals on Friday, June 17, was 971. compared with 1.108 on 
June 10. On the same day there were under treatment in 
the L.C.C. fever hospitals 984 (1.014) cases of diphtheria, 776 
(800) cases of scarlet fever, 256 (268) cases of whooping-cough. 
Notifications for the week ended June 18 in the eleven metro- 
politan boroughs in which measles is notifiable were 326 (248), 
distributed as follows: Battersea 18 (39), Bermondsey 33 (8), 
Finsbury 27 (24), Fulham 30 (61), Greenwich 107 (67), Hamp- 
stead 17 (21), Lambeth 40 (32), St. Pancras 23 (47), Shoreditch 
6 (11), Southwark 12 (12), Stepney 13 (26). In Scotland 258 
cases of measles were notified. compared with 309 in the 
previous week: the figures for Glasgow were 50 (76), Lanark 
County 48 (67), Falkirk 41 (35), Dundee 40 (36), Kirkcaldy 39 
(21), Edinburgh 16 (29). During the week there were 4 (4) 
deaths from measles in the 16 principal towns of Scotland; 
of these, 1 each occurred in Glasgow (1), Dundee (1), Kirk- 
caldy (0), Hamilton (0). In Eire there was 1 death from measles 
in Drogheda, and in Northern Ireland there was 1 death (in 
Belfast). 


In England and Wales there were 15 (11) deaths from 
whooping-cough during the week, of which 3 (0) occurred in 
London. In Scotland 119 cases of whcoping-cough were 
notified. compared with 56 in the previous week, while there 
was | death—in Glasgow. In Northern Ireland 34 (17) cases 
of whooping-cough were recorded, with 1 death—in Belfast. 


Cholera 


During the week ended June 18, 66 cases of cholera were 
reported at Shanghai, and 2 cases with 1 death at Hong Kong. 
In the same week in Burma & cases with 8 deaths were notified, 
in Calcutta 73 cases with 32 deaths. in Bombay (Presidency) 
20 cases with 9 deaths, in Delhi 10 cases with 3 deaths. So 
far there have been 17.330 deaths in the cholera epidemic in 
the United Provinces of India and 35.000 cases reported. 
During the week under review 28 cases with 12 deaths were 
notified in Cawnpore : in the same week in the Punjab there 
were 150 cases with 96 deaths. in Sind 37 cases with 18 deaths, 
and in the Centrai Provinces 1.259 cases with 649 deaths. 
In French Indo-China during the same week 225 cases of 
cholera were reported in Annam, 519 cases in Tenkir®. 20 cases 
in Hanoi. 


Plague 


During the week ended June 18 in Burma 7 cases of plague 
with 7 deaths were reported : in British India during the same 
week 3 cases with 5S deaths were notified in Bombay (Presi- 
dency) and 2 cases with 1 death in Madras (Presidency). In 
Shanghai 66 cases were reported during the week under review, 
compared with 84 in the previous week, and in Hong Kong 
2 cases with | death. 


Small-pox 


During the week ended June 18 there were 3 cases of small- 
pox with 8 deaths in Hong Kong. In the same week in Burma 
26 cases with S deaths were reported, in Calcutta 45 cases 
with 40 deaths. in Bombay (Presidency) 179 cases with 36 
deaths. in Madras (Presidency) 29 cases with 3 deaths, in the 
Central Provinces 45 cases with 11 deaths. in Sind 77 cases with 
§ deaths. In the same week in French Indo-China 42 cases 
of small-pox were reported in Tonking and 1 each in Haiphong 
and Hanoi. During the week ended June 11, 355 cases of 
small-pox were notified in the U.S.A. 


Typhus 


During the week ended June 18 in Egypt 5 cases of typhus 
were reported in Cairo and | in Alexandria ; in the provinces 
85 cases were reported. During the week ended June 1! in 
Morocco 170 cases with 17 deaths were notified, mainly dis- 
tributed as follows: Chaouia 68 cases, 10 deaths ; Marrakesh 
34 cases: Dukkala 26 cases, 2 deaths: Agadir 12 cases. 1 
death ; Oued-Zem 11 cases, 1 death: Rabat 8 cases, 2 deaths. 
During the week ended June 4 in Tunisia 93 cases of typhus 
were notified, mainly distributed as follows: Bizerta 21 cases, 
Susa 20 cases. Beja 12 cases. Gafsa 10 cases, Sfax 6 cases, 
and 5 each in Tebursuk and Thala. During the same week 
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in Algeria 105 (55) cases were reported, mainly distributed as 
follows: Algiers (department) 29 cases, Constantine (depart- 
ment) 57 cases, and Southern Territories 7 cases. In the week 
ended June 4 in Yugoslavia there were 8 cases of typhus with 
1 death. In the U.S.A. during the week ended May 21 
28 cases were reported: Georgia 14. Texas 5, 3 each in 
Alabama and Florida, 1 each in Connecticut, Tennessee, and 
Mississippi. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


The Professor of Anatomy has recommended that the Welsh 
Memorial Prize, 1938, for the best set of drawings illustrative 
of human anatomy be awarded to J. L. Boldero (Oriel). The 
drawings submitted by Q. J. G. Hobson (New College) deserve 
commendation. 


At a Congregation held on June 23 the following medical 
degrees were conferred: 


D.M.—D. A. Robertson, F. Bicknell. 
B.M.—R. G. Blackledge, S. R. Gloyne, F. G. Ethiraj. 


In Convocation on June 21 a decree was passed accepting 
a bequest of £2.500 under the will of the late Miss Annie 
Harrison Symonds, daughter of a distinguished Oxford surgeon. 
for the foundation of a “Horatio Symonds Studentship in 
Surgery.” Mr. H. P. Symonds died in 1923, aged 72. 


UNIVERSITY OF CAMBRIDGE 


Dr. R. A. McCance. University Reader in Medicine. has been 
elected to a Fellowship at Sidney Sussex College. 

The following candidates have been approved at the exam- 
inations indicated: 

THirp M.B.—Part I (Surgery, Midwifery, and Gynaecology): 
H. St. C. C. Addis, H. W. Adeney, R. S. Alexander, J. T. H. 
Butt, D. L. Caldwell, P. L. Candler, R. I. G. Coupland, A. R. P. 
Ellis, J. Evans, D. Foskett, G. A. Fowler, D. Garcés, W. Goulstone, 
BS: As: Hamilton, J. P. Henry, C. H. Hoskyn, R. D. S. Jack. G. B. 
Leyton, A. G. McPherson, J. A. R. Miles, P. L. Mollison, N. E. 
Monteuuis, M. E. Moore, A. W. N. Oatway. J. S. Pratt, L. M. 
Reid, D. L. Ridout, C. J. Rooke, C. C. Shaw, I. F. Smith, E. W. 
Somerville, T. L. Stoate, N. Vere-Hodge. J. ‘7 Wade, D. O. 
Walker, W. W. Wiggins-Davies, J. M. Wilkin, B. J. O. Wintield. 
M. C. Woodhouse, B. M. Wright, A. Young, J. D. Younghusband. 
Women: E. F. Graham Kerr, I. T. Hinde, M. Lloyd. iL. 
Lutwyche. Parr Il (Principles and Practice of Physic, Pathology. 
and Pharmacology): H. W. Adeney, E. W. O. Adkins, R. S. 
Alexander, C. H. Bartlett, A. H. Baynes, K. G. Bergin. J. R. 
Bignall, R. D. D. Birdwood, A. W. Bone. R. I. C. Bradford. 
R. W. W. Brown, P. L. Candler, D. M. Carding, R. D. Caton, 
A. G. H. Clay, M. J. Clow, E. Cronin, A. J. Daly, T. A. W. 
Edwards, W. B. Evans, D. Foskett, A. C. F. Green, J. E. Hardwick- 
Smith, R. D. Hearn, J. S. Heller, J. P. Henry, L. R. Holt, G. N. 
Hunt, T. G. S. James, R. M. Johnstone, P. A. Knill Jones, 
J. Laughlin, R. B. Leech, G. B. Leyton, G. M. Little, A. G. 
McPherson, A. G. Marshall, A. H. Masina, T. K. Maurice, J. A. R. 
Miles, W. A. M. Miller, P. L. Mollison, W. E. D. Moore, J. Murray. 
R. O. Murray, A. P. Norman, G. Oppenheimer, W. E. Owens, 
R. Piper, J. G. B. Platts, J. S. Pratt, B. H. Price, J. S. Prichard, 
S. R. Reynolds, E. L. N. Rhodes (Pathology and Pharmacology 
only), J. H. B. Round, J. Smith, P. M. Smythe, H. Stott, A. M. 
Thomas, A. J. Walton, J. M. Wedderspoon, H. F. Whalley, 
C. F. H. Wiessner, W. W. Wiggins-Davies, M. M. Wilson, R. R. 
Wilson, B. J. O. Winfield, J. W. Wood, P. J. Wormald, G. M. 
Wright, D. E. Yarrow, M. D. Young, J. Yudkin. 


UNIVERSITY OF LONDON 


At a meeting of the Senate. held on June 22. Dr. A. M. H. 
Gray was appointed Deputy Vice-Chancellor for 1938-9. 

J. D. Boyd. M.D.. M.Sc.Belf., was appointed to the Univey- 
sity Chair of Anatomy tenable at the Londen Hospital Medical 
College as from the beginning of next session. 

The degree of D.Sc. in Anatomy was conferred on Thomas 
Nicol, M.D.Glas., F.R.C.S.Ed.. professor of anatomy and 
dean of the Medical Faculty at King’s College. 


UNIVERSITY OF WALES 


WELSH NATIONAL SCHOOL OF MEDICINE 
The following candidates for the degrees of M.B., Ch.B. 
have passed in the subjects indicated : 


OssterRics aND M. Bowen (with distinction), 
Mary W. Bowen, Marjorie E. Bright, G. R. Davies, D. B. E. 


Foster, G. E. Hosking, D. G. Jarman, Elizabeth G. Jenkins, H. V 
Jones, C. W. D. Lewis, G. O. Lewis, M. Lewis, Mair Llewelyn, 
C. J. Morgan, Josephine Parnell, Margaret Parry, J. L. Rees 
Llary M. Williams. 

SurGery.—D. W. Abs, S. W. Beswick (with distinction), R. T 
Bevan, Alice Davies, Miriam E. Davies, D. G. Evans, D. G 
Jarman, W. G. Miles, A. H. Millard, Mary D. Owen, Lynda 8 
we W.L. L. Rees, Emily K. Williams (with distinction), Man 

illiams. 


ParHOLOGY BacreRioLoGy.—Beryl Badham (with distinction) 
Doreen M. E. Cranch, C. Davies, Joan B. Davies, G. C. D. Evang 
I. L. R. Evans, R. G. Grifliths, Helen C. Hodges, D. D. Howell 
D. H. Jenkins, J, V. Jones. Anne N. M. Llewhelin, H. L 
Lloyd, R. M. Marshall Brenda M. Mead, D. G. Morris, R. EF 
Packer, Mary G. Powell, H. V. Roberts, D. C. Taylor, C. Thomas 
COE, Thomas, Margaret R. Wade. 


UNIVERSITY OF GLASGOW 


The honorary degree of LL.D. was conferred on Dr. Matthew 
John Stewart, professor of pathology in the University of 
Leeds, on Commemoration Davy (June 22). 


QUEEN'S UNIVERSITY, BELFAST 


At the summer graduation, to be held on July 8, Sir Rober 
Johnstone, Professor of Gynaecology in the University an 
President of the British Medical Association, is to receive the 
degree of LL.D. hon causa. 

The tollowing candidates have been approved the 
eXaninations indicated: 

M.D.—By Thesis: J. R. Armstrong, S. L. W. Erskine, *J. W. 
MeFetters. By Examination: *Muriel J. L. Frazer, L. Herbert, 
E. J. Sankeralli. 

M.B., B.CuH.. B.A.O.—G. F. Adams, H. W. C. Bailie, W. § 
Braidwood, J. Browne, J. Bunting, J. O. Y. Cole, S. D. Corn, 
J. 1. Cunningham, W. M. Davidson, D. McL. Deeny, S. Dobbin, 
J. Elliott, Jane M. Fullerton, §. Gibson, W. G. Gibson, J. Gilmor, 
J. R. Graham, H. G. Greeves, A. G. Hawthorn, Rosetta Hil 
S. A. C. Hunter, S. T. Irwin, W. James, W. R. Johnston, J. A 
Lawrence, J. Lazarus, A. T. Linton, J. McCabe, J. K. McCabe 
H. A. McCaffrey, S. H. MecCaughey, Florence M. McClelland. 
L. McCrory, E. McF. McKee. A. Maciaine, J. McMaster, V.J 
McVeigh, L. F. McWilliams, 7*R. Magill, J. Mahood, J. A 
Mark, Agnes J. A. Maybin, R. P. Maybin, C. W. Mearns, J 
Mel. Megaw, R. A. Moorehead. W. M. Morgan, J. H. O’Connel, 
J. R. Roulston, H. C. Rutherford, J. P. Sav age, W. F. Smyth, 


Vera M. Sterling, J. Taylor, *W. Townsley, F. G. a: Walker, H. Hi 


Weir. R. 1..Wilson, R. J. Wright. 
*With high commendation. With second-class honours. 


The Services 


MEDICAL UNIT, U.L.O.T.C. 


The annual training of the Medical Unit of the University a 
London Officers Training Corps will take place from July lt 
to July 30 at Shorncliffe Camp. This unit contains 40 
medical students drawn from all the teaching hospitals # 
London. It is from these medical students undergoing trait 
ing at present that the junior medical officers would & 
drawn in the event of mobilization. The officer commanding 
the Medical Unit. U.L.O.T.C.. is Colonel C. Hope Carlton 
On Saturday, July 23, Major-General the Earl of Athlone 
K.G.. Chancellor of the University, will inspect the cor 
tingent on parade. and H.R.H. Princess Alice, Countess 
Athlone, will present the challenge cups at the conclusion 
the display. 


M. R. Caro (Arch. Derm. Svph., Chicago, February, 1938 
reports the effect in cases of pemphigus of oral administrattot 
of sulphanilamide, which was tried in view of the present 
of a streptococcus in many such cases. Two cases af 
reported: one that of a Jew, also suffering from an acut 
attack of diabetes, who improved after the administratiot 
of 5 grains four times a day ; the other that of a Jewess, wh 
had suffered from pemphigus for one year and improved aft 
one week's treatment with 10 grains of sulphanilamide fot 
lowed by 15 grains of sodium bicarbonate six times a ¢aj 
in association with the application of 5 per cent. tannic act 
jelly locally. 
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Letters, Notes, and Answers 


Mr. Aleck W. Bourne, obstetric surgeon to St. Mary's 
Hospital and consulting obstetric surgeon to Queen Charlotte's 
Hospital, has been summoned by the police on a charge of 
unlawfully using an instrument with intent to procure a mis- 
carriage. The operation was performed at St. Mary's Hospital. 
Mr. Bourne’s defence is being undertaken by the London and 
Counties Medical Protection Society. A report will appear 
in our next issue. 


The new isolation block which has been added to the London 
Fever Hospital, Liverpool Road, Islington, will be opened by 
H.R.H. the Duke of Kent on July 14. 


Professor Chevalier Jackson of the University of Pennsyl- 
yania with the collaboration of other lecturers will hold a 
theoretical and practical course in broncho-oesophagoscopy 
at the Hopital Necker in Paris from August 23 to September 
1. The fee is 3,000 francs. Further information can be 
obtained from Dr. Jean Zha, Hopital Necker, rue de Sévres, 
Paris. 


At the meeting of the Society for the Study of Inebriety. to 
be held in the rooms of the Medical Society of London, 11, 
Chandos Street, Cavendish Square, W.. on Tuesday. July 12, 
at4 p.m.. Dr. J. D. Rolleston will read a paper on * August 
Forel and his Campaign Against Alcoholism.” 


The Committee of the Privy Council for the Organization 
and Development of Agricultural Research has appointed the 
Earl of Radnor and Sir Joseph Barcroft to be members of 
the Agricultural Research Council with effect from July 1, 
when Lord Richard Cavendish and Sir Frederick Gowland 
Hopkins retire from membership. 


The Minister of Health and the Secretary of State for Scot- 
land have appointed a Departmental Committee to consider 


B whether the Rag Flock Acts and the regulations made under 


them are adequate to secure proper cleanliness of rag flock 
used for the manufacture of upholstery. bedding, etc.. and 
whether all or any of the provisions applicable to rag flock 
should be applied to other materials used in the manufacture 
of household furniture. Lord Merthyr is chairman of the 
committee. and the other members include Dr. W. S. Clark 
and Dr. G. H. Pearce. All communications should be 
addressed to the secretary of the committee, Mr. N. Hutchin- 
son, Ministry of Health, Whitehall, S.W.1. 


The jubilee of the introduction of antirabic vaccination 
into Rumania was celebrated in Bucarest on Mav 6 at the 
institute named after Professor Victor Babes, who was the 
pioneer in this respect and also the founder of the oldest 
medical society in Rumania: there followed a conference on 
hydrophobia. A jubilee volume will be issued containing 
the speeches and lectures delivered on this occasion. The 
primary objective of the scientific part of the proceedings was 
to illuminate a problem which is veterinary as well as of 
human interest. Homage was rendered in this connexion also 
to Professors Marinesco and Levaditi. Excursions were made 
to the Danube delta and the Carpathians. 


The King has appointed Dr. James Abbey Henderson to be 
a Member of the Executive Council of the Island of 
St. Vincent. 


Professor Ferdinand Sauerbruch has succeeded Professor 
Erich Lexer as editor of Neue Deutsche Chirurgie, and has 
been elected an honorary member of the German Surgical 
Society. 

Professor R. Alexandri has been elected president and Pro- 
fessor C. Frugoni vice-president of the Royal Academy of 
Medicine of Rome. 


Dr. Chevassu, professor of surgical pathology in the Paris 


Faculty, and Dr. Peyton Rous of the Rockefel!er Institute of 
New York have recently been elected members of the 
Académie de Médecine. 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MepicaL JouRNAL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 
be addressed to the Advertisement Manager. Orders for copies 
of the Journal and communications with reference to subscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, W.C.1. 

The TELEPHONE NuMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Wesicent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Irsh Free 
State Medical Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Dubiin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Recurrent Ulcers 


BoRDERER ”’ asks for suggestions for the treatment of a girl, 
aged 20, who has suffered from mucous ulcers intermittently 
for the past four years. At first there were only occasional 
buccal ulcers. Now the ulcers appear spasmodically. and 
mav be buccal, anal. or vaginal. The Wassermann reaction 
is negative; the girl has had all her teeth extracted: and 
examination by a physician and by an oto-rhino-laryngologist 
has proved negative. Treatment by means of diets, mouth- 
washes, tonics, and sulphanilamide has had no effect. The 
patient is a domestic servant in a good household, and apart 
from this trouble enjoys perfect health. 


Alopecia 


D. (Johannesburg) writes: In reply to 
“R. J.C." Journal, May 14, p. 1084) 1 had an identical 
case of alopecia, which responded with dramatic success 
to treatment with I-grain thyroid tablets three times a day 
and: 

R 
Crude cod-liver oil 
Liq. nicis carb. 
Vaseline ad 1 oz. 


To be rubbed into the scalp twice daily. 


4a 1 drachm 


T may add that all the usual remedies had been tried un- 
successfully over a period of several years. After eight 
months of this treatment my patient has to visit his hair- 
dresser twice a month. . 


Operative Treatment of Ascites 


Dr. D. P. O'Brien (Rockhampton, Queensland) writes in reply 
to “ Perplexed ~ (February 12, p. 370), who inquired about 
the operative treatment of ascites: In the Medical Journal 
of Australia of November 26. 1924 (p. 574), 1 published a 
description of an omentopexy different from previous omento- 
pexies. This operation, unlike others, remains efficient for 
hfe. and leaves no bands round which bowel might strangu- 
late. The article describes one case treated in 1912. a man 
aged 30. It was one of thrombosis of the inferior vena cava, 
and previous to operation tapping was required every three 
weeks. After operation fiuid disappeared trom the abdomen 
and no more returned. The patient was seen many times 
afterwards. He had no abdominal troubles. Large 
secondary veins are to be seen at the back and up the 
sides of the abdomen as well as on the legs, reaching 
down to the ankles. These veins now carry on the circula- 
tion instead of the inferior vena cava. 
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Income Tax 
Obsolescence of Car 


TAXPAYER ” used two cars for professional purposes in 1936. 
He sold one of them in September, 1936, for £80, and 
claimed £11 obsolescence allowance. The amount of the 
claim was agreed but the claim refused as the car had not 
been replaced. He carried on with one car until December, 
1937, when a new car was bought and the claim to the tll 
allowance again made, but this time as an expense of 1937. 
That claim has also been refused, because the replacement 
took place in a different year. 

*.* We consider that the allowance is due against the 
earnings of 1937. The question is dealt with in Rule 7 
applying to Cases I and II, Schedule D, which provides for 
allowance of so much of the “expenses incurred in any 
year—in replacing any plant—as is equivalent to the cost 
of the plant replaced ~ after deducting the aggregate depre- 
ciation allowances and the amount received on sale. It 
seems clear that in 1937 “Taxpayer” did incur such 
expenses and that he is entitled to the allowance. The Act 
does not require the replacement to be immediate, and it 
seems absurd to suggest that if a car had been sold in 
January and replaced in December the allowance would be 
given, but not if sold in December and replaced in January. 
We are not aware of the decision of the Special Com- 
missioners which was referred to, and think there must be 
some misunderstanding as to its application. Failing admis- 
sion of the claim by the local inspector. * Taxpayer ~ might 
put the facts before the Chief Inspector of Taxes. 


Capital Payment by Instalments 


“G.~ is in partnership but is about to leave to take up a 
hospital appointment: his pariner has undertaken to repay 
the premium he paid on entering the partnership six years 
ago. Will it affect the income-tax liabiiity of either of them 
(a) if it is paid in a lump sum at the termination of the 
partnership, or ()) in equal amounts paid over five or ten 
years? 

** In neither case will it affect income-tax liability. It 
is clear that what is being paid by one to the other is a 
definite capital sum and no account of the payments can be 
taken for income-tax purposes. 


LETTERS, NOTES, ETC. 


Flesh-coloured Unna’s Paste 


Dr. H. F. Parker (Guildford) writes: | often treat burns, 
scalds, eczema, and other skin conditions with Unna’s 
gelatine paste, the dead-white colour of which makes it 
unsuitable for use on the face, neck. and other exposed 
parts for obvious reasons. This objection can be largely 
overcome by adding cochineal to the melted paste, after 
which, and on cooling, it can be again cut into cubes. The 


result is a very fair approximation to the colour of the ° 


natural skin. A slightly better result might be obtained by 
using Unna’s paste made in the first instance with the pink 
carbonate of zinc (calamine) instead of the oxide. 


Conditions of Nursing Service 


Dr. T. FRANCIS JARMAN (Bridgend) writes: It was with some 
surprise that I read in the newspapers the report of a 
speech made by Sir Henry Gauvain to the nurses at the 
Treloar Cripples Home at Alton. It is all very well for 
Sir Henry to advise nurses when seeking fresh employment 
“not to ask what you can get, but what you can give. 
Give, don't grab, and then you will get.” But he ought. 
surely, to be aware that an argument of that sort cuts both 
ways. Let his advice be given to the hospital authorities. 
too! Perhaps, if they carry it out in relation to their 
nursing siaff they may be rewarded by a healthier, happier 
staff, the better able to give efficient and enthusiastic 
service. It seems to me that his advice is directed to the 
wrong quarter. In this competitive day and age nurses, 
along with other sections of the community, have learnt 
that the very structure of that community—of which they 
are an integral part—puts a premium on the principle of 
“ Grab, don't give.” that the degree to which this principle 
can be carried out in practice has become, in fact, the 
criterion of success in the circles of big business and 
finance. Why expect, then, that the further sacrifice neces- 
sary to set an example in ethical social behaviour should 
come from that section of the community already so 
engaged? And in any case, let Sir Henry Gauvain and all 
those members of the medical profession who view unsym- 
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pathetically the fight of the nurses for better conditions 
remember this: that all over the country there is a shortage 


of nurses, and Sir Henry's attitude in no wise contributes 
to the solution of this very acute problem. 


Elementary Ambulance Irs ruction 


Dr. A. C. Dawes (Smethwick) writes in reply to “ First Aid” 


(Journal, May 28, p. 1192): It is certainly unnecessary 
elaboration to teach the Latin names of bones, except in 
the case of those for which there are no satisfactory English 
equivalents, and to teach a class the special details of Potts 
and Colles’s fractures appears to me absurd. I am_ sure 
the right thing to do is to spend more time inculcating the 
basic principies, and teaching a simple, straightforward 
treatment of typical emergencies, after the manner adopted 
in the St. John Ambuiance Association Handbook, which 
seems to contain little that is superfluous and omits nothing 
of essential importance. Much damage and shock may be 
produced by the inexperienced handling of fractures, but 
surely “ First Aid” is iliogical when he decries the efforts 
of his pupils. If persons trained in first aid were not avail- 
able, the still more inexperienced handling that accident 
cases would receive from well-meaning but ignorant lay: 
men would result in far greater damage and shock. Think 
only of the freedom with which the lay individual dispenses 
brandy! If “First Aid™ is really as disappointed im his 
pupils as his words imply, | can only think that he fails, as the 
Americans would say. to “ put his subject across.” From a 
constructive point of view | certainly think the home nursing 
lectures might be much simplified with advantage. In first 
aid, stress should be laid on principles, on dexterity, gentie- 
ness, and that degree of slowness in practical work which is 
needed to achieve real efficiency. The craze for speed and 
timing in competition work is a serious danger. Extension 
for tractures of the leg might well be omitted from teach- 
ing; but since fractures are so common we can scarceiy 
devote too much time to teaching the correct way of dealing 


with them. 
Medical Golf 


The summer meeting of the Medical Goifing Society (the 


fortieth anniversary meeting) was held at Sunningdale on 
June 23. The weather was fine and Some fifty members found 
both courses in good order. The results of the competi: 
tions were as follows: Lancet Cup (scratch), A. H. Knowles, 
2 up. Henry Morris Cup (handicap), D. Craig (4) after-a 
tie with H. L. Rayner (7) at 1 down. Last 9. H. Giyn: 
Hughes (5) after a tie with D. H. Anthony. Class 2, First 
Prize. W. H. Meck. McCullagh after a tie with F. McG. 
Loughnane at | down. Best last 9, C. Housden. Foui- 
somes (Stapleford scoring), First. Michael Smyth and A. H. 
Knowles, 36 10/16. Second, A. Galletly and D. Craig, 
Third, W. F. Christie and Hamilton Bailey 


The Bernhard Baron Laboratories 


We have received from The Builder newspaper (4, Catherine 


Street, W.C.2) an attractive pamphlet reproducing a full 
description of the Bernhard Baron Research Laboratories, 
designed for the Royal College of Surgeons of England 
by Messrs. Lanchester and Lodge. An account of the 
Opening ceremony, with brief description of the new 
laboratories on the sixth, fifth. and fourth floors of the 
ma appeared in our issue of December 11, 1937 (p. 
Hereditary Bone Tumours 


An article on hereditary bone tumours in mice, by Mr. F. C. 


Pybus and Dr. E. W. Miller, appeared in the British Medical 
Journal of June 18 (p. 1300). A full description, by the 
same authors, of the formation of the strain of mice will 
be found in the May issue of the American Journal of 
Cancer (33, 98). 


Disclaimer 


, Dr. Wm. H. SHEPLEY wishes to disclaim all responsibility for 


the sensationalized versions of the case reported in the British 
Medical Journal last week by him, which have appeared in 
the popular press. These highly coloured accounts were 
abstracted from this Journal without any reference to him 
whatsoever. 

Corrigendum 


Owing to a printer's error the first line of the paragraph on 
the Harveian Society's banquet in the Journal of June 25. 


(p. 1387) was confused with the first line of the following 

paragraph on the Edinburgh Chair of Medicine. The line 

renin read: “ The annual Buckston Browne Banquet of the 
arveian ....” 
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